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Q-METHODOLOGY AND THE PROJECTIVE TECHNIQUES 
WILLIAM STEPHENSON 


University of Chicago 


INTRODUCTION 


The projective test techniques are obviously a permanent contribution to psy- 
chology. Their scientific status, however, has so far not been made clear, and as a 
consequence they have been the ready target of criticism by Thurstone®), Zu- 
bin @), Cattell) and others, on what up to now have seemed to be solid grounds, 
namely such as stem from the methodology of individual differences, norms, large- 
sampling doctrine, standardised procedures, and an ‘“‘external”’ approach to the study 
of behavior. However, it has always seemed to many clinical psychologists that 
there must be a clinical methodology, based on idiographic principles of some kind, 
in relation to which the “single case’? could be studied without reference to the 
above psychometric principles. The difficulty, of course, has been to provide the 
necessary principles. We are to suggest in the present paper that the modern logic 
of scientific method is on the side of the clinical psychologists, rather than on that of 
the psychometricians, and that an adequate methodology is available for the clini- 
cians along Q-technique “ or postulatory-dependency lines“). 

Our thesis is roughly as follows. A logical fallacy is involved in the methodology 
recommended by present-day psychometry, to the effect that theories have been 
represented as general propositions, which can be tested empirically for their ‘general 
implications’ by way of individual differences. The correct logic, we believe, is that 
theories may give rise to singular propositions, which may be put to empirical test 
for their proof, disproof, or falsification“*: *?. That is, the projective testers are 
correct to proceed in terms of the “single case”’ and without norms. Moreover, the 
postulatory-dependency methods“? of Fisherian factorial design and dependency! 
factor analysis are now available for such singular studies. What these methodologi- 
cal matters mean for these important tests is considered below. 


THE METHODOLOGICAL ISSUE 
Most of the projective tests (Rorschach “*), Murray“, Deri®, Worthing- 


ton) and many others’) have one thing in common, a large number of formula- 
tions or rules for interpreting their responses. Thus, “FC >CF+C = extraversion” 
is a typical formulation of the Rorschach test, as is the following for the Worthing- 
ton PH test: “Subject uses small, precise dashes throughout = compulsive mech- 
anism’. There are hundreds of these for almost every test®. In the past the critics 
have demanded that these should be validated in some way, a matter about which 
there need be little eavil. It is the methods that are suggested for their validation to 
which exception can be taken. The task of proving each separately is both formid- 
able and irrelevant, if based upon the logic of individual differences, for apart from 
the large number of formulations, the logie of individual differences has several 
fallacies in attendance upon it, as recent methodological examinations are indi- 
cating. If the formulations are regarded merely as postulatory sets or independ- 
encies for the theory of the test, then the situation is very different. The formulations 
have the status of a “sample” or “population”, analogous to person-populations 
and samples of persons. They do not require any direct validation, any more than 
one would set about proving that all N boys of a person-sample are in fact male 
members of homo sapiens. We have recently shown how Q-samples can be struc- 


INot to be confused w ith interdependent (14) forms of factor analysis in which the concern is with 
“factors of the mind”, “unitary factors”, “primaries” or the like. 

2They are best regarded as items of behavior, or inferences from such behavior. Purely logical 
categories, such as Tompkins (26) provides, would not be acceptable as valid formulations for a be- 
havioral science. 
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tured * to represent the independencies of a theory in a formal manner, namely by 
structuring the theory as a Fisherian factorial design. Given such a sample—and 
there can be many, differently designed, for each projective test, or it is theoretically 
possible to have the same one for all the tests—it is thereafter a straightforward 
matter to use any in many experimental studies, which have reference to problems or 
hypotheses about the projective theory. The problems are asserted in propositional 
form and are duly tested empirically among Q-technique lines®*?. Suitable opera- 
tions, in short, bring to light the dependencies of the situation, which are put to 
proof by variance analysis (small-sample) or dependency factor-analysis. Thus, the 
essential matter is to have a convincing theory in relation to which pregnant de- 
pendencies can be brought to light. These methodological matters have been 
described in recent papers: *) *, although they are implicit in our earliest ones 
too": = 


INDEPENDENCY SAMPLES 

The formulations for a test like the Rorschach, such as are provided by Beck“ 
or Klopfer and Kelley“®, constitute a “universe” in Q-technique®. There are 
many hundreds of these formulations for most projective tests, those for the Ror- 
schach, for example, having to do with location, determinants and content, with 
inferences about these in relation to Rorschach’s theoretical standpoint, and with 
others drawn from the incidental responses of subjects (such as, if one looks at the 
Rorschach cards edgeways, a compulsive or suspicious attitude may be indicated). 
The Rorschach theory, as a whole, is ‘held’ in this universe of statements. If N form- 
ulations or statements are chosen at random they could be a representative sample 
of their universe. 

However, statisticians find it difficult, if not impossible, to regard such compli- 
cated and inter-related statements as independent of one another, like marbles in the 
statistician’s bag“*. Every sound canon of statistical theory seems to be broken 
for such supposed universes and their samples. Moreover, it seemed very difficult to 
define the universes adequately in the first place ®. It is now possible, however, 
to offset such scruples and doubts. Samples can be artificially composed, to con- 
form to Fisher’s factorial designs), and the statistical and other methodological 
difficulties are no longer insurmountable. These recent developments are along 
strictly operational lines. Estimates of error are not made to depend upon theoretical 
large-sample doctrines, but are concrete estimates, taken at points of replication in 
Fisherian designs, to which small-sample procedures apply and for which there are 
empirical tests (those of homogeneity ©? of ‘cell’ variances). In factorial design it is 
sufficient that the distributions for the latter variances should be individually and 
collectively such as error alone would provide. 

Thus, instead of using samples chosen at random from a ‘“‘universe” of state- 
ments, We now compose them as we require them, for balanced block designs. The 
following design, for example, has been employed for Rorschach’s theory, which in 
its simplest form is concerned with three main independencies, X, Y, Z, for control, 
adjustment and erlebnistype respectively, each for a few levels or degrees of freedom as 
indicated in Table 1. 


TARI 


E 1. Rorscnacn BALANceD BLock DEsIGN 








Independeucies Levels 


Control (a) outer (b) toe () repressive 
(cc: strictive) 


Adjustme:t (d) systematized (e) ursystemetized 
xlety () si. mecad woxiety 


Erlebnist) pe (c) i trovertive lL) extrevertive 
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There are 3 x 3 x 2 = 18 combinations of these “independencies” one level at a time, namely :— 
a a f a a a 
d d e f f 
h h g h 
b b 
d e 
h 


e 
d 
h h (6) Totaln — 18 


The design can be replicated any number of times (z), in which case its size becomes 
18z. These combinations can be covered by the Rorschach formulations. Thus 
FC > CF + C may be postulated as combination a f h: there is at issue outer control 
(a), balance (f), and extraversion (h). Or F > 50°, may cover b d g — inner control, 
some systematized anxiety, and introversion being at issue. It is clear that Ror- 
schach formulations can be found for all the 18z combinations, and that additional 
“levels” or effects can be employed at will. A sample of formulations composed in 
this way is called structured. It embodies the independencies of the theory. The in- 
vestigator chooses the formulations, not for any “generality” they may have or 
imply, but, in principle, on theoretical grounds. The samples have the status of 
‘populations’, not of statistical-universes “> 2%): it is only when Q-sorts are performed 
with the samples that statistical matters are directly at issue. 

Similarly for any other projective technique. With respect to Murray’s 
Thematic Apperception Test“” there does not appear to be a distinctive psychologi- 
cal theory, except such as concerns ‘presses’, which have the status of problems rather 
than of postulatory matters, and which have to be dealt with in variate-designs >. 
But most projective techniques involve a dynamic theory of personality, mainly psy- 
choanalytical, and it is therefore sufficient to provide a design that could be applica- 
ble to them all, based upon psychoanalytical theory. For illustrative purposes we 
shall make use of the principles discussed by Glover “6 

Glover distinguishes first between reactive and impulsive conditions. Into the 
former go the ‘character’ formations, normal, obsessional, compulsive, anxiety; inot 
the latter are placed the psychopaths, sexual perverts, criminals, anti-socials, gross 
aggressives, and the psychotic conditions. Consequently inferiority may be a symp- 
tom only, or constitutional inferiority. The neurasthenic-hypochondriacal, like- 
wise, may be a mixture of anxiety and psychosis, of reactivity and impulse. Except 
for references to repression and instincts, theory seems to be conspicuously unformed 
for the impulsive conditions, but it is formalized for the reactive. For it, three “effects” 
can be specified, the first concerning the super-ego, the next the external or ego factors, 
and the third, development. The three are indicated in Table 2. 


TABLE 2. BALANCED DEsIGN FOR PsYCHOANALYTIC: Tueory OF ‘CHARACTER’ FORMATION 











Independencies Levels No. 


A. Super-Ego (a) positive (b) reactive 

(a: lax) (inhibitive) 
B. External (c) gratified (d) thwarted 
C. Developmental (e) oral (f) anal (zg) genital 





The2x2x3 12 combinations for these effects are as follows :— 
aaa b b b b b b 
ddd ec ce ad ad 
e f g e f g ef g 


3In these esoteric days of psychoanalysis we are not sure whether these are orthodox principles, 
but they will serve our purpose. 
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The number of levels can be increased if needed. Effect A is important: since this 
design is for reactivity only, no place occurs in it for “little or no super-ego”’. The 
word positive must mean an adjusted condition vis-a-vis the suger-ego, i.e. it is neither 
too severe nor too lax. The level (b), however, has to do with severity of the super- 
ego. For certain reasons we would like to regard positive super-ego as ranging from 
(a) adjusted, to (a;) ‘too little” or lax. We do not at this point add (a;) as a separate 
level, but would do so if we were to deal with some aspects of the impulsive aspects 
of personality theory. Otherwise the design covers Glover’s exposition in a formal 
manner. Further differentiations will occur to the psychoanalyst, no doubt, espec- 
ially for A(b), the crux of the whole theory. 

The design can give rise to many Q-samples, for many conditions of experi- 
ment. We use it, customarily, to compose samples for a particular case under in- 
vestigation. Its implications in a theoretical sense are best understood, however, 
by noting that the various ‘characters’, the obsessional, hysteric, anxiety, etc., are 
represented by certain of the combinations of the effects. The ‘characters’ issuing 
from the design are as follows, in very rough and broad terms: 

ace: indicates gluttony or sensuality, without anal or genital development. 

Perhaps there are ne such personalities, except as caricatures “!). But 
for a,ce the possibility occurs, as in young children, before super-ego 
habits are formed.‘ 

cf: indicates anal acceptance, without genital development. Again a 
caricature of normal sublimation could be at issue. For a,cf, however, 
an undeveloped peasant type is perhaps indicated, such as is described 
in a recent short story “??. 

ee the normal, well-developed, personality. a,cg, on the contrary, 

would be indicative of a promiscuous gigolo or the like. 

.de: for ade a psychopathic glutton is indicated. 

kp: for a,df a psychopathic tramp. 

dg: perhaps the authoritarian personality “?. 
ce: oral-dependent. 

et: anal-dependent. 

cg: hysteric. 


de: oral-aggressive. 
d f: anal-aggressive (obsessional). 
d g: anxiety. 


Others may look at these combinations rather differently—we do not claim to 
be a clinical psychologist, and our primary concern is to indicate methodological 
matters. But, given Glover’s account of ‘character’ formation, its logical or theory- 
construction @?) entailments are the above combinations, whatever their designa- 
tions. The design formally covers Glover’s theoretical framework. Effect B is not 
concerned only with ‘aggression’ (at level d), although it is difficult to specify it 
clearly except to say that perhaps pathological matters are involved, as the title 
of Glover’s paper suggests". In any case the design is correct, whatever designa- 
tions are given to its combinations; and we would accept whatever the correct clin- 
ical categories may be if they are not, roughly, as given-above. 

This design has already found a useful place in a number of Q-studies. It was 
employed for us, first, by one of our students‘, to put Fromm’s“°? theory of personal- 
ity to an empirical test. But it can clothe many Q-samples, particular to a specific 
case if need be. We propose to illustrate how Q-samples are formed by referring 
to studies we have made of the Worthington Personal History projective ®®, in 
which the design of Table 2 was employed. 


‘What the situation is with respect to Nlein’s theories“) is another matter. 


‘Mr. Rutledge Jay, M. A. 
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CONSTRUCTION OF Q-SAMPLES 


There are a number of ways open to us for putting together the samples re- 
quired for experimental purposes in Q-methodology. They may be composed of ob- 
jects, statements, descriptions of behavior, traits and the like®®?. Customarily 
reference ill be to statements. In principle they may be designed purely on theoreti- 
cal grounds, or from naturally-occurring (ecological) conditions“ >, or as re- 
quired for experimental purposes, to suit the particular requirements of an in- 
vestigation. We shall draw our illustration from the latter field. 

A subject X, known to the investigator (Stephenson) to be complex in a neurotic 
manner, filled in the blank of the Worthington Personal History test (PH). Four 
clinical ‘psychologists Wi We Ws W, ® independently interpreted the responses to 
the PH, and each gave a ‘character sketch’ of X. They obviously grasped the neur- 
otic quality at issue. Meanwhile six graduate students interviewed X under various 
conditions of instruction: they missed altogether the neuroticism. The problem is 
to reduce all this to testable operations. It is achieved by first composing a structured 
sample, using the lanavage employed by Wy We Ws W, in their sketches of X, fitting 
the various statements into the design of Table 2. As samples we provide below one such 
statement for each of the 12 combinations of the design: 


ace: devolution to childhood and infantile satisfactions. (X actually over- 
eats, weighing some 200 pounds). 
Cx: naively dirty. 
cg: (none was provided by any of the psychologists). 
de: “tempered’’—impulsive. 
df: — rather uniform negativism. 
adg:  eapable of violent hostilities. 
b ¢ e: choice of profession a seeking for self-centered, childlike, gratifications 
oe F: devolution to obsessive ideational tendencies. 
be q: neurasthenic symptoms in evidence. 
b de: unhappy and unloved in his youth. 
bdf: slovenly and erratic in dress and grooming. 
b dq: sexual adjustment poor. 


Having regard to the theory of neurotic character, it was possible to cull from the 
psychologists’ sketches at least 10 statements for each of nearly all the 12 combina- 
tions of the design, the exceptions being for a ¢ g anda c e. It would seem, there- 
fore, as though the whole gamut of neurotic character is represented for X by the 
psychologists. However, not all the statements are necessarily equally important or 
significant as regarded by these same psychologists: this is a matter we can test, and 
meanwhile it is probable enough that X will have all of these qualities in his person- 
ality and that, under different conditions of inter-action different concatenations of 
them will become apparent. 

Now, however, there are other matters to consider. It is simple enough to re- 
plicate on the above design, and to choose say 5 statements for each of the 12 combin- 
ations. Moreover, we can add some of our own to fill in any gaps in the design. Thus, 
for ac g we might have the following as the five statements: 

Possesses direct natural warmth. 
Mature in every way. 

Well integrated and sensible. 
Healthily normal. 

Has strong basic drives, well directed. 


In this way a sample of size n = 60 can be put together, or we can make it as large 
as we please, in multiples of 12. We would repeat that it is the investigator who 


*We have to thank Dr. and Mrs. Richard Worthington, Dr. R. Peck, and Mr. G. Spencer for their 
cooperation. 
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allots these independencies to the design, and they are placed where they are on theo- 
retical or hypothetical grounds by the investigator, having regard to the case under 
study. In the present case, the design is a formal representation of both the theory 
and content of the four characterological sketches provided by the psychologists. 


V ARIATE-DESIGNS 

It is a mistake to suppose, even for a moment, that one’s object is to prove the 
structure of such designs with respect to any ‘general implications’ of the constituent 
statements. We are not in the least out to prove that ‘ton the average’, or “‘gener- 
ally”, being “naively dirty” has the explanation implied for it as a ¢ f. On the con- 
trary the structured statements are to be regarded as postulatory, to be used in ex- 
periments: the proof of the postulatory pudding will be in its eating, that is, in what 
experimental facts of interest the sample can help us to bring to light. In addition 
to the design of the sample, the investigator has at his control the Q-sorts? usually 
associated with Q-technique, and the conditions under which these are made, name- 
ly, such as will solve his problems. The problems have to do with the theory, now 
embodied in the Q-sample, and also with singular propositions “*) about concrete 
situations. Each Q-sort constitutes a variate, and many may be necessary in order 
to provide an answer to one’s questions and problems: the set of Q-sorts or variates 
for a problem is called a variate-design, and the art of experimenting lies essentially 
in asserting problems and devising variate-designs for their empirical solution. 

Thus, if we continue with the Personal History example it will be of interest, to 
start with, to assert some propositions about the four psychologists W,; We Ws 
and W,, of the following kind: 


Prop. 1. Each, from PH protocols alone, can accurately diagnose the Case X, 
as judged by validating criteria. 


Each of the psychologists can be invited to provide a Q-sort for the n = 60 sample, 
for conditions of instruction which are designed, in this case, to see whether they are 
in agreement not only about the broad diagnosis of the case as neurotic, but also in 
detail, about which effects of the design (Table 2) as judged by F-tests , and which 
levels of the effects. Thus, the conditions of instruction could be, for P. 1: 


Describe X from the standpoint of the most important 
reactivity at issue as the case appears to be now. 


Each variate-array is analyzed by Fisherian methods to determine what is signi- 
ficant and what not, for the following division of the variance: 


d.f. 


ZA 
>B 
=C 
> (Interactions 
Y (Replication) 4 


Total 59 


The familiar test for homogeneity can be applied to the replication variances ©. In 
this way we determine (i) whether the four psychologists agree in detail, as they do 
in their broad diagnosis, (ii) whether, if 2C is significant, f > g > e, as we may sup- 
pose.’ Or, if different Q-sorts are provided by W,; We. Ws; W, for additional condi- 
tions of instruction, all may be intercorrelated and factored, and the factors ana- 
lyzed by Fisherian procedure. 


7A Q-sort is an array of the statements of a sample in an order from those most “significant” 
with respect to the conditions of instruction, to those least. Usually the array is for a ‘forced’ quasi- 
normal distribution. 
*The reference is to the means for levels of effect C, for all other effects in balanced design. 
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It was observed above that graduate students, novices with respect to clinical 
psychology, did not grasp from their interviews with X that he was basically neur- 
otic. In order to study this matter, the following propositions may be asserted: 


Prop. 2. Novices, from the same PH protocols above, will not be 
able to diagnose X accurately. 


Prop. 8. Novices, from face-to-face interviews with X will not be 
able to diagnose X. 


In order to test these, a rather different sample of statements would be necessary, 
such as could test whether or not the neuroticism is grasped. A suitably structured 
sample would consist of the 60 statements already considered, plus another 60, each 
of these additional ones having an opposite counterpart in the former 60. Thus, for 
“naively dirty’? we could have a statement ‘neat’, for “tempered, impulsive” a 
statement “placid, even-tempered”’. . . and so on for each of the 60 of the original 
sample. The new sample, of size n = 120, is a sort of mirrored affair, holding in it 
the possibility that the clinicians can still describe X’s neuroticism, while the novices 
‘an describe X as pretty normal and well-adjusted. Given the sample of 120, well- 
shuffled, we can call upon the psychologists W; We Ws; W, and novices, say N; Ne 
N; Ng, to provide descriptions of X under specific conditions of instruction. The 
variate-design would consist of the Q-sorts by Wi We Ws; Ws, under different 
conditions of instruction A, B.. .,; also by the novices N; Ne N3 N, for the same or 
different conditions of instruction. All would be about X, and each would assess X 
from PH protocols alone for proposition P. 2. Each N would interview X under 
particular conditions for proposition P. 3. To the set of 8 (A + B+...) variates 
others can be added, such as validating Q-sorts made by one or more psychiatrists, 
reporting upon X from detailed knowledge about him and his case history. 

So we could continue. X can be studied in relation to psychoanalytic theory 
and the projective technique (providing the symptoms or units of behavior of X), 
without regard to anyone else, without norms, and with nothing but theory and Q- 
sort operations to go upon. The statistical tools, obviously, are factorial analysis 
(Fisher), and factor analysis, but in both cases the object is to answer questions such 
as P. 1 to P. 3 imply, and not to search for any “factors of the mind”’. 

So far only straightforward possibilities have been considered, although even 
up to this point a mass of experimentation, for the various projectives and for proposi- 
tions such as P. 1 to P. 3, is at once open to our regard. If as many psychologists 
could work at these as have done on the Binet test, or upon the maze-learning of 
rats, we should soon know a great deal about the projective tests and the pertinency 
of psychoanalytic theory to them. But we can go much further. In more sophisti- 
cated Q-studies it is possible to deal more profoundly with a case like X, delving into 
his defenses. There are many ways to do this. We might begin by asking how much 
insight he has into his condition, with propositions of the following kind at issue:— 

Prop. 4. X will provide a self-description which will correspond to 

that provided for him by novices who interview him—that 
is, substantially the ‘social self’? with which he confronts 
others, as in interview situations of the normal kind. 


Prop. 5. But X will “give himself away” when he is called upon to 
provide self-descriptions under conditions of instruction or 
experiment which impinge upon his psychosexual defenses. 


A separate variate-design is required for P. 4 and P. 5. We shall deal with P. 4 in the 
final section of this paper, and meanwhile a few methodological hints are perhaps 
in order for P. 5. We would first gather from X two or three hundred of his self- 


This doubling is achieved without using obvious autonyms, and without merely introducing 
negations of the kind ‘“‘not naively dirty’. 
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reflections!’: those of which he is cognizant are gathered from interview sessions with 
him, and those of which he is unaware are taken from his responses to suitable TAT 
tests. All are statements which have reference to himself, consciously or uncon- 
sciously. A Q-sample of these statements is then composed, structured for a design 
like that of Table 2, but now having more specific reference to his defenses. Next 
we ask X to provide Q-sorts about himself, from standpoints which are pertinent, 
theoretically, to his case. The conditions of instruction for some Q-sorts can be in- 
nocuous, but others can be such as to “take him off his guard’’—as when we ask him 
to describe himself (a) as he is now, and then (b) as he thinks his s¢ster thinks he is. 
Or he can be put into stressful role-playing situations, and be asked to describe, in a 
Q-sort, what he feels like afterwards. Along such lines many variates can be pro- 
vided by X himself. Or he can offer Q-sorts about persons in a TAT picture: the Q- 
sorts he gives about several apparently different persons for different TAT pictures 
have points of great interest when correlated and factored. Along such lines, and 
there are many, factorial and factor-analyses promise to be fascinating, to judge by 
our initial experiments. 

There are, then, innumerable possibilities of variate-designs for any person such 
as X, limited only by the ingenuity and curiosity of the investigator. The power 
of a good theory (represented as independencies in a Q-sample) is helped along 
by judgmental, self-reflective, ‘‘internal’’, subjective operations (the Q-sorts), the 
data from which are analyzable along Q-technique lines, i.e., by factorial. and de- 
pendency factor methods. 


AN EXAMPLE 

The discussion so far has concerned general methodological matters, and it 
remains to give a brief example of a Q-study which is designed to answer the ques- 
tions raised in proposition P. 4. above. This can be schematic only. We shall take the 
opportunity to illustrate several practical points that have not been touched upon so 
far, especially that not all Q-samples need to be structured ones °?’, and that depend- 
ent forms of factor analysis are much simpler than interdependency methods suggest. 
There are many other “‘tricks of the trade’, however, which are available to the in- 
vestigator, and a hint about some of these may be useful. We shall also test another 
proposition at the same time, thus illustrating a special virtue of the factor methods, 
namely, that they permit of many propositions being proved or disproved for one and 
the same variate design. The additional proposition is like P. 2.: 


P. 2.1: Novices, working from PH protocols alone, will not be 
able to diagnose X accurately. 


The design was as follows. An unstructured Q-sample was used, of statements 
about temperament, taken from Cattell’s well-known R-technique studies“. The 
sample was of size n = 70, and consisted of statements of the following kind: 

Talkative. 

Rather vague and slow in manner—languid. 
Impatient. 

Self-conscious, clumsy in social situations. 


X was interviewed by 6 graduate students on each of three occasions," after each of 
which each gave a Q-sort description of X’s personality as it appeared at the inter- 
view. There were IS such Q-sorts. X also gave a self-description, and Stephenson 
also provided one about X to represent, in his (Stephenson’s) view, how X would 
usually appear in such social-interview settings. Stephenson therefore made no at- 
tempt to provide an ‘explanatory’ or diagnostic account of X, but tried instead to 

“Statements of the kind “I sometimes feel as though life is too difficult’. Papers on self-psychology 


in relation to Q-technique have been prepared and will be published in due course. 
"We have to thank Mr. J. Nunnally for these data. 
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describe him as others would be likely to grasp him in social intercourse. The (18 x 
18) table for the students was first correlated and factored. It provided three 
orthogonals A, B, C, and two combinations of these (BC, AC), making five classes 
in all. The factor-arrays for these five were calculated and will be designated F' to 
F° here. We have thus subsumed the 18 variates by 5”, representing how students 
grasp X under varied interview conditions. 

Meanwhile X completed a Worthington Personal History blank. It was an- 
alyzed by four psychologists, the W; We Ws; W, referred to earlier in this paper, who 
gave, each, a Q-sort descriptive of X diagnostically, but using the n = 70 sample of 
temperament traits. The psychologists were thus faced with the task of describing 
X in inferred and somewhat alien temperament terms, working blindly from the PH 
protocol. Nine graduate students, not the same as the previous six, were also called 
upon to offer descriptions of X’s personality from the PH protocol only. There re 
sults a (20x20) table of correlations (Table 3), which, factored by centroid method, 
gives three factors, and which, duly rotated dependently, and maintaining ortho- 
gonality, provides the solution given at the right of Table 3. The loadings on the 
three factors indicate the following findings :— 


(a) X (No. 11) has loading on C alone. F, Fs F3 Fy are loaded in this 
factor, as are Stephenson (No. 10), and several of the novices who 
made interpretations from the PH protocols only (Nos. 12, 14, 15, 16, 
20). 

(b) All W’s grasp factor B, as does Stephenson (No. 10), and several 
novices (Nos. 1, 3 and 4 who saw X and Nos. 12, 13, 17, 20 who didn’t). 

(c) The W’s clearly grasp factor A, as does Fy; but novices Nos. 12, 18, 
do so negatively, i. e. quite the wrong way round. 

(d) The factor compositions of F, to F;, although based on this (20x20) 
table, are invariant with respect to the (18x18) table from which they 
were taken. That is F, was negatively loaded in factor C for the (18x18) 
table, and F; positively, and likewise for F,, F3, F, for the combinations. 


The factor-array'* suggest at once that factor A was indicative of a tense, im- 
pulsive, dependent personality; that for C a somewhat individualistic independent 
type; that for B a shy, reticent, cautious personality. The negative of A indicated 
an idealistic, clever, well-developed individual. 

Thus with respect to P. 2.1. no novice, working from PH alone, grasps the 
essential diagnostic factor A, so that there is affirmative evidence for the proposition. 
It looks, indeed, as though the PH protocol could be quite misleading to the novices, 
since they attach a high degree of maturity to X, represented by negative loadings 
in A, which he certainly has not attained. With regard to P.4, the individualistic 
personality of factor C is how X conceived of himself, and almost everyone grasps 
this, from interview or PH protocol, except the psychologists W, who, of course, had 
other matters at issue. In addition, however, one aspect of X is a certain secretive- 
ness, sometimes grasped as shyness, diffidence, or the like, which is represented by 
factor B, and this is given by F; Fs; Fy Fs, by all W, Stephenson, and by four of the 
novices who saw the PH protocols only. 

One interviewer, F2, saw X as of gentlemanly, sweet disposition. Another, No. 
19, grasped him as realistic, strong, capable. These appear to be projections on the 
part of the assessors themselves. 

Thus, both propositions P. 2.1. and P. 4 are substantially supported. 


2This is a “trick of the trade” we frequently resort to, to replace Q-sort variates by factor-arrays 
which subsume them. In the present case we thereafter deal with a (20 x 20) correlation table, instead 
of one with 13 more variates, i.e. (33x33). The former requires 190 correlation coefficients, the later 528. 

BWhich consists in this case of centering the rotations about X’s own self-description, since this 
is crucially at issue. We present the affirmative or confirmatory solution in Table 3, but it is also 
necessary to show that under no conditions of rotation is it possible to obtain a solution that contra- 
dicts proposition P. 4. 

MThese are the 70 statements arrayed in order of their factor scores. 








nh = 70 statements. 


Table 3 
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CONCLUSION 

The methodology we have been discussing starts from the standpoint that 
theories are essential, and that in relation to these propositions can be asserted which 
Q-methodology can put to test. This, it seems to us, is the methodology that pro- 
jective techniques have all along implied, but have rarely made explicit. We cannot 
pretend that our exposition is crystal clear in all its aspects, but we suggest that 
along the lines indicated above many scientific questions that one may wish to ask 
about the projectives can receive answers in operational terms. These require only 
that the theory should be made explicit in a structured Q-sample; thereafter experi- 
menting is legion on every phase or aspect of these fascinating projective tests. The 
tools are those of factorial analysis (Fisher) and dependency factor analysis, and we 
have barely done more than drop hints about their rich deployment. Along these 
lines no norms, individual differences, or the like, are necessary as postulatory matters. 
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INTELLIGENCE TEST PERFORMANCE AT ONE YEAR AMONG 
INFANTS RAISED WITH FLEXIBLE METHODOLOGY! 


ETHELYN HENRY KLATSKIN 


Yale University 


INTRODUCTION 


In recent years, a number of indications have begun to cast doubt on the 
validity of interpreting the present day performance of infants according to norms 
established fifteen to twenty years ago. It has been the personal experience of the 
author that pediatricians with practice in infant testing find that established norms 
underestimate the rate of development of the average infant. This has also begun 
to be noticed in the psychological literature, where there is mention of groups of 
infants who have been found to test consistently higher than established norms“: !®), 
It is the purpose of this paper to analyze the test performance of a group of infants 
raised under conditions of excellent pediatric supervision and parental care to de- 
termine whether their scores are consonant with the normative expectation for their 


age. 


SUBJECTS 


The subjects of the present report are a group of infants being followed through 
the parent-child relationship study in progress since October, 1946, in the Depart- 
ment of Pediatrics of the Yale University School of Medicine.The details of the pro- 
cedures and methodology of this research have been described elsewhere“), The 
population for this study is drawn from mother-baby couples who have been housed 
together in a Rooming-in Unit rather than in the traditional hospital maternity 


system of separate care for mother and baby. The parents of the children have been 
exposed to a philosophy of leniency in child care during prenatal interviews, while 
the mother was in the hospital in the Rooming-in Unit, and during post-hospital 
pediatric home follow-up. The emphasis in this philosophy is on feeding the infant 
when he is hungry, picking him up when he cries, and in general meeting his needs as 
they arise rather than on a set schedule. The pediatric care received by the children 
is considered to be appreciably above average, as they are all either under the care 
of private pediatricians, or attending Well Baby Conferences sponsored by the New 
Haven Visiting Nurse Association and City Health Department. The latter con- 
ferences are medically staffed by a pediatrician certified by the American Board of 
Pediatrics, or by Rooming-in pediatric personnel. 

As part of the follow-up procedures, the infants are given developmental ex- 
aminations at one, two, and three years. The present report is based on an analysis 
of the examinations conducted at one year.? Of the 986 mothers housed in the Unit 
during the period covered by this report (October, 1946 through November, 1949), 
401 were seen at approximately one year of the baby’s age. In order to obtain homo- 
geneous reports for test analysis, the following records were discarded: tests on 8 
premature infants (i.e., birth weight 2500 grams or less), and tests on 5 infants whom 


‘From the Yale Rooming-In Project, Edith B. Jackson, M. D., Director, This study is being con- 
ducted in the Department of Pediatrics, Yale University School of Medicine, supported by grants-in- 
aid from 1) Mead Johnson and Company; 2) the George Davis Bivin Foundation, Inc.; 3) the Field 
Foundation, Ine.; and 4) National Institute of Mental Health, of the National Institutes of Health, 
Public Health Service. 

The author wishes to acknowledge the assistance of Ann C. Detwiler in collecting the test pro- 
tocols on which this report is based, and of Ruth A. Lawrence, M.D., in statistical analysis of the re- 
sults. 

“In selecting the families for follow-up at one year, from October, 1947, through October, 1949, an 
attempt was made to contact all mothers who had been ia the Unit who were still resident in the area; 
from November, 1949, through December, 1950, an attempt was made to contact those mothers who 
were still resident in the area, and who had had either four prenatal interviews or two post-hospital 
pediatric home visits, 
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it was impossible to examine (either because of extreme shyness, teething, sleepiness, 
etc). In addition, those records were eliminated where the chronological age at time 
of testing was below 11.5 months or above 13.5 months. Three hundred and sixteen 
records remained. 

Analysis of parental report on child care practices during the first year indicates 
that this group represents families who show increased leniency in feeding, toilet 
training, and discipline as compared to published norms for such practices ten years 
ago in a similar socio-economic group. However, the present group is itself hetero- 
geneous in that significant differences associated with parental socio-economic posi- 
tion are found in degree of such leniency’. The mean parental socio-economic 
status of the group is somewhat above average, as the population of the Rooming-in 
study is weighted by the popularity of the Unit among the families of students and 
faculty connected with Yale University “>. However, the range of socio-economic 
status is broad, as is indicated by the analysis of the parental educational and occu- 
pational background of subjects as given in Table 1. 


TABLE 1. Socio-Economic Status OF PARENTS OF 316 ROOMING-IN INFANTS EXAMINED AT ONE YEAR 


A. Education: Pereeat of Both Parents in Various Educational Divisions, Based on Attendance 
at That Level, or Graduation 


FATHER’s EpUCATION 








Grammar Advanced 
Mother’s Education School High School College Degree Total 


Grammar School 6% 2.3% ete panes 4.9% 
High School 3% 29.6% 6.39 3.9% 41.1% 
College 38% 4.2% 13.59 23.8% 41.8% 


Advanced Degree Slax sede 1.69 10.6% 12.2% 


Total 3.2% 37.1% 21.49 38.3% 100.0% 





B. Father's Occupation: Percent in Each Occupational Category, as Defined by the United States 
Census. 
Student (for advanced degree) 24% 
Professional and managerial 21% 
White collar and small business ‘ 15% 
Skilled workers 11% 
Semi-skilled workers 12% 
Unskilled workers 17% 


METHOD AND RESULTS 


The Cattell Infant Intelligence Scale was administered under standard testing 
conditions as specified in Cattell’s manual ©? in the psychologist’s office. The mother 
remained present. With the exception of a few shy infants whom it was necessary 
to test while they remained seated in the mother’s lap, all infants were seated at a 
small testing table. The tests were administered by two examiners, but no statis- 
tically significant differences were found between the records in scoring of individual 
items or in distribution of total scores obtained. The IQ distribution of the group of 
316 records is given in Figure 1. It will be noted that the distribution is fairly sym- 
metrical around an average of 112. 

The 316 cases were divided on the basis of age into two groups, those age 12 
months +2 weeks (184 records, average age 12.1 months), and those age 13 months 
+2 weeks (132 records, average age 12.9 months). It was intended to compare 1) 
the twelve months rooming-in infants with the Cattell standardization group (inter- 
group comparison), and 2) the pattern of performance within both the twelve and 
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Fic. 1. Distripution oF I1Q’s OBTAINED ON THE CATTELL INFANT INTELLIGENCE SCALE BY 316 
RooMING-IN INFANTS, AGE 11.5 To 13.5 MontHs 
60 


N= 316 
MEAN = 112 
o- W6 


NUMBER OF SUBJECTS 








Te) 120 


1Q RANGE 


thirteen months rooming-in groups on the separate items of the Cattell Scale (intra- 
group Comparison). 

Before proceeding with analysis of the data, it was desired to determine whether 
any relationships existed between test performance and infant’s sex, infant’s ordinal 
position in the family, whether the infant was breast fed, and satisfactoriness of 
examination.’ For both age groups, routinely administered items from the 11 
months level of the Cattell Scale through the 17-18 months level were analyzed for 
score obtained in relationship to these variables. Chi-square was computed for each 
item, categorizing the obtained scores as passed, failed, and omitted and refused, 
and dichotomizing the other variables as male or female, first child or other, breast 
or formula fed, and satisfactory or unsatisfactory examination. Of the 169 compari- 
sons made, only two differences significant at or below the .01 confidence level were 
found. As this number of significant differences could have occurred by chance in a 
series of comparisons of this length, it was concluded that sex, ordinal position of 
child, type of feeding, and estimated reliability of test were not related to perform- 
ance on the individual items. 

In order to make the inter-group and intra-group comparisons, it was necessary 
to compute the percent passing each item. This presented difficulty, in that the 
question arose of how to take into account the refusal and omission scores. If these 
were disregarded, computation of percent passing out of passing and failing scores 
would inflate the percent passing; on the other hand, if the omissions and refusals 
were counted as failures, the percent passing would be spuriously low. The percent 
passing was computed by both methods of those items routinely administered.* It 
was found that, with two exceptions, the differences obtained were negligible. Con- 
sequently, it was decided to err on the siue of underestimating the percent passing, 


*This judgment was made for all records by the senior examiner. 
‘I.e., omitted in less than 30% of the cases. 
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and compute this as percent pass of total. In the two exceptions, noted below, the 
item was refused more than 20° of the time, and here it was necessary to compute 
the percent passing as pass of pass + fail, 


(1) Inter-group comparison. In order to compare the Rooming-in group with 

the standardization group norms reported by Cattell, it was necessary to use the 184 

cases age 12 months +2 weeks. The 12 months group was then presumably com- 
parable in age to Cattell’s standardization group, although slightly superior in socio- 
economic status.® In table 2 is listed the percent passing each item, as given by 
Cattell and found for the Rooming-in population. Table 2 indicates that the Room- 
ing-in group scores significantly above Cattell’s norms with the constant exception 
of vocabulary development, and three other less clearly related items (takes third 
cube, scribbles with pencil, completes Wallin pegboard A).® 

TaBL_e 2. Comparison oF Percent oF INFANTS AGE 12 Montus Passinc Items RovutrNety 
ADMINISTERED, Roominc-1 Grovp vs. CATTELL L NORMATIVE Grovur P 








Test ‘Ttem 





Rooming-in Cattell 
(N=184) | | (AVN=148) * 


11 mos, tests: 
1. Pellet, plucks 
2. Secures cube under cup 
3. Box and stones 
1. Words, one 
5. Cube in/over cup 
12 mos. tests: 
1. Spoons imitates* 
Cube ia cup, one 
Pencil, marks 
Spoon, rattle 


Words, two 


$t mos. tests: 
Words, three 
Cube, unwraps 
Glass frustration 
Peg, out and ia 
Cube, takes third* 
15-16 mos. tests: 
1. Formboard, round block 
2. Words, five 
3. Beads in box 
i. Pegboard, urged 
b. Seribble in imitation 
17-18 mos. tests 
1. Cubes ia cup, ten 
2. Formboard, reversed 
t+. Pencil, scribble 
i. Asks with words 


b. Pegboard A, on 


® <The number ¢ of of subjec cts used by Cs atte dd for the: various items ranged from 50 to 195, with an 
average of 148, 

*These items were refused in over 20% of the cases, and for them the percent pass is computed as 
percent pass of pass fail. For all other items, the percent pass is computed as percent pass of total. 


‘Cattell does not describe the age of her twelve months group as other than “children at the age 
of twelve month(s)” (5, p. 29). The group is described as “from the lower middle class . . . made up 
toa considerable exteat of the childrea of policemen, store-keepers, taxi-cab drivers, clerks” (5, p. 14). 
Ilowever, she also states that ‘the average social level of the group as a whole was probably somewhat 
above that of the general population” (5, p. 43). 

*The formula used is that givea by Edwards (6, p. 76) for the siguificance of difference between 
uncorrelated proportions. 
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(2) Intra-group comparison. In table 3, the relative difficulty of the items for 
the two age groups within the Rooming-in population is compared. Only those 
differences significant at or below the .01 confidence level are reported.’ It will be 
seen that, with one exception, the percent passing vocabulary was smaller than the 
percent passing other types of items. In subjectively evaluating the types of ability 
measured by the non-verbal items, it would appear that items requiring fine manual 
coordination and problem solving ability were less frequently passed than those re- 
quiring more gross visuo-manual coordination. 


Tasie 3. Test IreMs Passep BY SIGNIFICANTLY DIFFERENT PERCENTAGES OF Two AGE Grevups 
OF ROOMING-IN INFANTS* 


A. Twelve months group (N==184) 


Test Items With 
Level Higher Percentage Passing 


Test Items With 
Lower Percentage Passing 
Ll mos. test Plucks pellet; Secures cube; Box 

and stones; Cube in/over cup One word 
12 mos. tests Cube in cup; Marks with pencil; 
Rattles spoon in cup; Imitates 
beating spoons Two words 
Unwraps cube Three words; Cube, takes third; 
Glass frustration; Peg, out 
and in 


Formboard, round block; Beads | Five words; Pegboard, urged; 
in box Scribble in imitation 
Scribble in imitation Pegboard, urged 


15-16 mos. tests 


Asks with words; Pegboard, 
completes 
Scribble spontaneously 


Cubes in cup; Seribble in imita- 
tion; Formboard, reversed 
Ten cubes in cup 





B. Thirteen months group (N==132) 








Test Items With 
Level Higher Percentage Passing 


Test Items With 
Lower Percentage Passing 
12 mos. tests Cube ia cup; Marks with pencil; 

Rattles spoon in cup; Imitates 


13-14 mos. tests 


15-16 mos. tests 


17-18 mos. tests 


beating spoons 
Cube in cup 


Unwraps cube 

es : : 
Peg, out and in 

Formboard, round block; Beads 
in box 

Five words; Scribble in imitation 
Cubes in cup; Seribble spontan- 


eously; Formboard, reversed 
Ten cubes in cup 


Two wort Is 


Marks with pencil 


Three words; Cube, takes third; 
Glass frustration 

Glass frustration 

Five words; Pegboard, urged; 
Scribble in imitation 
Pegboard, urged 

Asks with words; Pegboard, 
completes 

Formboard, reversed 





In these comparisons, the difference was computed between each item listed on the right with 


each item listed on the left. 


7The formula used is that given by Edwards (6, p. 87) for the significance of difference between 


correlated proportions. 
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DISCUSSION 


In evaluating the generality of the present results, several factors must be con- 
sidered. Although the literature includes other reports of infants who have been 
found to test consistently higher than established norms, this has usually been at- 
tributed to different examining or scoring procedures. Carter and Bowles“? report 
consistently higher percentages of success for two and three months infants on both 
the Cattell and Gesell scales than the norms for these ages, and Nelson and Rich- 
ards“) have reported higher percentages of success for twelve months infants on 
certain items of the Gesell scale. It would be impossible to determine whether con- 
sistent differences in administration and scoring resulted in the present obtained 
differences, but certain facts suggest that this is not the case. If the differences oc- 
curred only on those items where clinical judgment was an important factor in scor- 
ing success or failure, this might be a plausible interpretation. However, the differ- 
ences also occur on items which could be scored objectively (e.g., peg in board, cube 
in cup). In addition, as already stated, no differences were found between the two 
examiners in scoring. 

A second explanation is that the general motor advancement found in the 
present group is a reflection of changing infant developmental norms, such as re- 
ported earlier closing time of the anterior fontanelle®? and changing growth norms 
for height “*’. Improved pediatric care has been suggested as partly responsible for 
such shifts. Peatman and Higgons“® have shown that the average ages for sitting, 
standing, and walking in a group of children raised with optimal pediatric care are 
lower than the norms for these developmental stages as reported by Gesell and 
Thompson“? for the same period. The report of Peatman and Higgons was based 
on children born before 1940, and apparently raised on fixed feeding regimes with 
less general self-regulation than is practiced in the Rooming-in group. It is interest- 
ing to note, therefore, that the percentage they report as walking at 52 weeks (44°7), 
though above the percentage reported by Gesell and Thompson (26°7), is below that 
of the present group (61°7). In addition, it seems probable that cultural changes 
toward less confining clothing for infants may permit more exercise in the early 
months of life. 

Another hypothesis which might be advanced to account for the obtained 
differences is that the average parental socio-economic status of the present group 
is above that of Cattell’s normative group. However, it has been shown that there is 
no relationship between infant test performance at one year and parental intelli- 
gence level® or socio-economic status®: *), Also, if test performance were cor- 
related with parental socio-economic status, one would expect a skewed distribution 
of IQ scores to correspond to the skewed socio-economic distribution of the parents, 
but the distribution actually obtained is fairly symmetrical. This absence of. cor- 
relation is borne out by computation of the average IQ of the infants in each paternal 
occupational group. The obtained average IQ’s are: students +112; professional 
and managerial —112; white collar and small business — 110; skilled workers — 115; 
semi-skilled workers — 113; unskilled workers — 113. 

Finally, it is plausible to assume that the amount of parental attention and 
handling, and consequent exercise and stimulation, received by a group of infants 
on self-regulated regimes is greater than that received by infants on strict schedules, 
as Was customary during the period when Cattell’s norms were established. The 
possibility of such effect has been suggested by Trainham“® and by Gilliland “>, 
The latter found infants from large Negro families to score 8.5 points higher on the 
Northwestern Infant Intelligence Scale than the general average for all babies tested. 
He hypothesizes that this difference is due to the more favorable social stimulation 
(frequent contact, personal attention, and care) received by infants in larger families. 

tt seems doubtful that any one hypothesis can be advanced to explain the 
present results, as several factors were apparently operative in this group that were 
not present in the normative group of Cattell. In order to evaluate the relative im- 
portance of such factors, particularly improved pediatric care and changing develop- 
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mental norms as opposed to differences in infant rearing methods, it would be necess- 
ary to contrast the Rooming-in group with a group of non-Rooming-in babies raised 
on rigid schedules, tested concurrently. An attempt was made to test such a group 
through the New Haven Visiting Nurse Association, but although it was possible to 
secure a group of non-Rooming-in infants, the pediatric philosophy of the Rooming- 
in plan has so permeated the New Haven district that the type of care received by 
these infants was not regarded by the visiting nurses as being appreciably different 
from that of infants who had been followed through the Rooming-in program. 

The present data are presented, therefore, without comparison of performance 
in a “control” group. It is hoped that the trend indicated here may be further ex- 
plored by psychologists with data available on a similar age group. Certainly, the 
fact that it is possible to secure test records which show a group af infants to be con- 
sistently advanced for their age points to the need for re-standardization of infant 
tests, and caution in interpreting such records. It is recognized that infants raised 
under environmental conditions of emotional deprivation and minimal physical 
stimulation are retarded in physical development ®? and score below average on 
standard infant intelligence scales“ 1), Clinical psychologists faced with inter- 
preting the test performance of infants from institutions, orphanages, or similar de- 
prived environments, are accustomed to taking into account the depressing effect of 
such limited experience on test scores. It seems possible that in interpreting the test 
performance of infants raised under conditions of excellent pediatric care and par- 
ental attention, the clinical psychologist may equally well need to take such aeceler- 
ating experience into account. 


SUMMARY 


The Cattell Infant Intelligence Scale was administered to 316 infants followed 
in the Yale Rooming-in Project. When inter-group comparison was made of the 
records of 184 infants'age 12 months +2 weeks with Cattell’s norms, a significantly 
higher percentage of success was found on most items, with the constant exception 
of vocabulary. Intra-group comparison in this 12 months group and in a group of 
132 infants age 13 months +2 weeks revealed significant differences in pattern of 
tested abilities; in both age groups, the percent passing items of gross visuo-manual 
coordination was higher than that passing vocabulary or items of finer visuo-manual 
coordination. 

The present results are interpreted in the light of changing pediatric methodol- 
ogy, and the need for restandardizing of infant intelligence scales is pointed out. 
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NORMATIVE DATA FOR THE ALPHA-BETA-GREGG BATTERY* 
CHARLES G. BLUETT 


State Department of Education, 
Bureau of Vocational Rehabilitation 
515 Van Ness Avenue 
San Francisco, 2, California 


INTRODUCTION 


Counselors dealing with large numbers of adults seeking vocational guidance 
may implement their procedures to advantage by means of a versatile, screening 
battery of tests. The battery should be easily BB cornet to groups, quickly and 
sasily scored, and cover a wide range of abilities. It should indicate those who will 
require individual attention because their scores fall at the upper or lower extremes 
of a known population. For the large in-between group, it should make clear the 
fields in which further aptitude or personality probing is desirable. These specifica- 
tions are not easily met, but the Revised Alpha Examination, Form 5, and the Re- 
vised Beta Examination, for both of which sub-test norms and rationale have been 
developed, together with a brief test known as the Gregg Psycho-Motor Test,! are 
used in combination for the above purposes in the San Francisco District, Vocational 
Rehabilitation Office, of the California State Department of Education. 

An Occupational Interest Inventory and a Temperament Scale usually are ad- 
ministered as a part of the complete battery, requiring in all about 214% to 3 hours of 
time to administer. The Alpha-Beta-Gregg tests alone require about one hour of 
over-all time for administration. One technician administers, scores, graphs and 
comments on approximately ten Batteries on each of three afternoons a week. The 
remainder of her time is devoted to the administration of special aptitude tests or to 
clinical tests which interpretation of the screening battery and interviews indicate 
to be desirable. One psychologist devotes about two hours per day to making inter- 
pretations of the screening battery and other tests for the benefit of a staff of from 18 
to 20 Rehabilitation Counselors. 

To date, the Alpha-Beta-Gregg Battery”? has been used for about ten years. The 
norms were adopted and used successfully in the Naval Hospital at Mare Island, 
California, during World War II. Also they were requested by the Veteran’s Admin- 
istration in San Francisco and have been used in the seven Rehabilitation Districts 
of California. 


*The writer is particularly grateful to Dr. Salvatore G. DiMichael, Consultant in Psychological 
Services, Federal Security Agency, Office of Vocational Rehabilitation, Washington, D. C., for the 
encouragement he provided to get these data together for publication and for his helpful criticism 
during its preparation. 

‘Writing a series of numbers 1-2-3-4-5-6-7-8-9-0- as rapidly as possible for one minute. Each 
series begins at the left of the page, and only the amount is scored; form is not considered. 
*Hereafter often referred to as the A-B-G Battery. 
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SAMPLE 
The normative data for the A-B-G Battery were developed upon a cross section 
of 1000 physically handicapped residents of the San Francisco Bay area, with age 
range from 15 to 70 years, mean age, 29.7, S. D. 11.4; and grade range of 0 to 18, 
mean grade 11.0, 5S. D. 2.4. The composition of the sample of. 1000 cases is presented 
These clients were being served in the regular rehabilitation procedures. 


in Table 1. 


TABLE 1. CLAssIFICATION OF DISABILITIES IN A SAMPLE OF 1000 


DISABILITY 


ORTHOPEDIC DISABILITIES 
Amputations (Arms, Hands, Legs, Feet) 94 
Disabled (Arms, Hands, Legs, Feet, Hip) 150 
Back Injury or Deformity 67 
DEFECTIVE VISION (including one eye out, but not the blind) S4 
HEARING 
Deaf 
Hard of Hearing 
ARTHRITIS 
ASTHMA AND BRONCHITIS 
CARDIAC 
T. B. PULMONARY 
CEREBRAL PALSY 
INFANTILE PARALYSIS 
SPEECH DEFECT 
EPILEPSY 


MISCELLANEOUS (Anemia, Skin Diseases, Allergy, Ulcers, ete.) 
PSYCHONEUROTIC. 


29 
65 
36 
20 
Qg 
114 
12 


101 


1000 100 


They were tested when they applied for vocational rehabilitation, while counseling 
was being provided and plans were being developed. Consequently, all classes of 
handicapped other than the blind, and including the deaf, the mentally and emo- 
tionally handicapped, and the illiterate, as well as high school and college students 
and the general industrial population, are represented. Table 1 presents the classi- 
fication of disabilities. 


THe Composite WorK SHEET 


When the raw scores for the A-B-G Battery are obtained, the scores may be 
graphed on the Composite Work Sheet (fig. 1), presenting a profile consisting of the 
combined Alpha-Beta total scores; the individual Alpha and Beta total scores, to- 
gether with eight Alpha and six Beta sub-tests, and the Gregg Psychomotor score. 

The raw scores for each Standard Score position were obtained by tabulating 
the raw scores for each total score and sub-test separately, in frequency distribution. 
The percentage of scores equalled or exceeded at each Standard Score level: 2.3, 6.7, 
ete., up to 97.78 were counted off for the Total scores and individually, for each sub- 
test; therefore, each line of scores is independently scaled. The scores were accepted 
as they occurred. Table 2 shows the means for each total score and sub-test score 


for a sample of 8374 and for the final norm group; also the standard errors of the 
Means’. 


*The percentages are rounded on the composite Work Sheet for convenience. 
‘The raw scores for the sample of 837 were machine tabulated by the Psychological Corporation. 
The calculations were carried out by the writer. 
‘Comparative data for original samples of 152 Alpha and 303 Beta were as follows: 
152 Alpha: Mean 98.2 8S. D. 44.5 S.E.M. 3.06 
303 Beta: Mean 76.0 S.D. 17.4 8. E.M. 1.00 
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MEAN SCORES 


for 
Four Groups of Known Characteristics 


APPROX. M.A. (Years) 12 13 «14 h 18 
APPROX. GRADE 6 8 9 i 13 
72 84 90 114 


PERCENT EXCEEDED 16 31 84 
STANDARD SCORE 35 40 45 60 


COMB. ALPHA-BETA TOTAL 

REV. ALPHA NO.5 TOTAL 
|. Addition 
ads kbc ncis cavsobnsansticueines 
3.Common Sense.....................5. 
MID i scicens oseniescctecetovenstet 
5. Dis. Sentences. ...................... 000s 
6.Number Relations 
FID cocscsvinccccaccssnees 
BR di g Compr h 


REVISED BETA TOTAL .. 
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1---6----;7- 
2.Symbols-Digits....................6004. 

3.What’s Wrong.............. 

4 Spatial Relations........................ 
5. Picture Completion...................... 
6. Matching 


MANUAL 
Gregg Numbers....................0.000008 
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LEGEND: 


GROUP() MENTALLY RETARDED @ GRAoUATES OF CALIFORNIA SCHOOL FOR THE DEAF 
@ cLerica EMPLOYEES @) PROFESSIONALLY EMPLOYED 


Fic. 1. Compostre Work SHEET SHOWING ReEsvuLts OpratneD With Four VaALipatTinc Groups. 


TABLE 2. Comparison oF Tora SCORES AND Sus-TEst MEANS For A-B-G Bartrery at Two STAGES 
OF DEVELOPMENT WITH MEASURES OF DISPERSION FOR THE FINAL SAMPLE 


Increased Standard 
Sample 1 Sample 2 Standard Error of 
837 Clients 1000 Clients Deviation The Mean 
COMBINED ALPHA-BETA 81.66 181.46 
Rev. Alpha *5, Total QS S85 98.3 
1. Addition 65 
2. Arithmetic 8.55 8.61 
3. Common Sense 41 39 
4. Vocabulary 91 35 
5. Dis. Sentences 2.98 2.84 
Number Relations 8.87 
Association ).62 ».49 
Reading 20.84 


ae 


ws 


Revised Beta, Total 81.45 
Maze .29 
Symbol-Digit 9.93 
What’s Wrong 2.53 
Spatial Relations .14 
Picture Completion 4 
6. Matching mY | 


es | 


vie CoN 


Gregg (Psycho-Motor) .32 
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In addition to the Standard Score distribution of raw scores, three other meas- 
ures appear at the top of the Composite Work Sheet, namely; Approximate (Adult) 
1Q, Mental Age, and Grade. These are intended as working measures only, to make 
it possible to compare the Alpha-Beta-Gregg test results with other tests reported 
from other sources. The Adult IQ scores are adopted from Otis IQ since the mean 
for Otis scores, derived from BVR® clients, was exactly the same as that reported 
by Bingham“? for an adult population and there was reasonable agreement through- 
out the distribution for the two sets of scores. Therefore, Bingham’s IQ scores were 
accepted and equivalent 1Q and approximate mental ages interpolated from Bing- 
ham were assigned to the raw scores of the combined Alpha Beta norms at each 
standard score level from 30 to 70. 

Appropriate grade scores for these mental ages were assigned on the basis of 
average age for the grade and with reference to grade placement data in the Manual 
of the California Capacity Questionnaire “?. 


RELIABILITY AND VALIDITY 


We have not concerned ourselves with the reliability and validity of the Alpha 
and Beta tests for they are among the most venerable of established tests, but since 
our raw score norms have not been smoothed and are based upon a physically handi- 
capped population, it is desirable to demonstrate that these and the supplementary 
measures are valid and are applicable to other populations. 


Revised Alpha Norms. The usual method is to correlate the results with other sources, 
but we have had difficulty in finding comparative norms. So far as we know, the 
norms for the Alpha Sub-tests are the only norms available at this time. When we 
first began to use the Revised Alpha Form 5, we found the Alpha Total Scores, as 
provided by Wells “°?, were too low for our clients. However, recent norms for the 
Alpha Total Scores, now published in the Manual“ for 768 Enlisted Army Per- 
sonnel, selected by means of the Army General Aptitude Test as representative of 
all army personnel of World War II, are very much in agreement. The scores are 
shown in table 3, for comparison. Within the range for which BVR norms extend, 
there is no difference greater than five raw score points. BVR does not provide 
norms at the 99th percentile. 


Tasie 3. Comparison oF ARMY PERSONNEL DEcILE ScorEs with BVR DEcILE Scores FOR 
Revisep ALPHA Form 5. 


Per Cent Army Pe1sonnel BVR 
Exceeded Raw Scores Raw Scores 


99 os: 
90 ) 156 
80 . 139 
70 | . 125 
60 } : 114 
50 | 100 
40 ( 89 
30 74 
20 j 58 
10 | 36 





Revised Beta Norms. We do not yet know of any direct comparison for the total 
Beta scores. We have attempted a comparison with the Lindner-Gurvitz © Norms 
converting Beta Raw Scores to L & G weighted score equivalents for each sub-test, 
at each standard score level, for ages 30-34. When this is done and the two sets of 
1Q scores are compared there is reasonable agreement, with no difference greater 
than 4 1Q score points. These data may be seen in table 4. 


®*‘BVR: Bureau of Vocational Rehabilitation. 
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TasLe 4. LinpeR anp Gurvitz (Bera) IQ ror AGEs 30-34 Comparep with BVR INTERPOLATED 
(Orts) IQ. 





Standard Score 30 35 40 4 50 55 60 
L & G Beta IQ 67 70 81 ¢ 100 111 118 
BVR (Otis) 1Q 66 72 S4 ¢ 100 107 114 





Four Groups oF KNOWN CHARACTERISTICS 


Since the above data are rather meager, we have sought other evidence of valid- 
ity, namely, whether the scores of groups of known characteristics are distributed, 
by means of our norms, in conformity with what would be expected judging from 
what is known of their life situations. This is the most exacting form of validity 
evaluation. For this study we have four groups: A group of clients referred for Vo- 
‘ational Rehabilitation because of difficulties which appeared to arise from mental 
retardation aside from other disabilities; a group of graduates of the California 
School for the Deaf; a group of clerical employees; and a group of professionally 
employed persons. The scores of these four groups should be expected to cover the 
range from Standard Score 30 to 70 and we shall show that our norms distribute 
them accordingly. 

Group 1. MentTALLY RETARDED. 


A group of 24 individuals ranging in age from 16 to 69 and averaging 31.1 years; 
average grade (claimed) 7.4. Combined Alpha-Beta mean, raw score 77; SD 22.9: 
Interpolated IQ 70. Not all are mentally retarded in a technical sense. Some were 
included with this group because they were ‘‘suspect”’ from their performance in 
life and mental retardation was indicated as a possible disability at the time of re- 
ferral for vocational rehabilitation. 

The raw scores are presented in table 5, and from the graph on the Work Sheet 
it may be seen that all of the Alpha Sub-Test scores fall in the half-sigma space 
above the total score location. The Beta scores also are in that space. The perform- 
ance is consistently flat with no redeeming performance on any of the sub-tests, so 
the combined Alpha - Beta score, which is independently scaled, falls in the lower 

TaBLe 5. MEAN Raw Scores For THE A-B-G Battery ror Four Groups OF KNOWN 
CHARACTERISTICS 











Group 1 Group 2 Group 3 Group 4 
Mentally Grad. Calif. Clerical Professionally 
Retarded Sch. for Deaf Employees | Employed 


Alpha-Beta (Comb.) ri § 182 232 267 
Alpha Total 24 86 139 166 
1. Addition 3. 8 10. 10 

. Arithmetic 9.5 12. 
Common Sense 10. 12 
Vocabulary 25.3 34. 

Dis. Sentences 16. 20. 
Number Relations 10. 13. 
Association 25.§ 31 
Reading 27. 31. 


Beta Total 5 96 101 
. Maze 5.6 “a : | 8. 
Symbol-Digit 12.¢ 5.8 ). 26! 
What’s Wrong? é § 2.6 16. 
Spatial Relations | 5.6 : 13. 
Picture Completion a 17. 
Matching 


n 
Coos 


NOWRA 
Wt to ae 


Gregg (Psychomotor) 
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space. The Gregg score also falls in the lower space, indicating a sluggish motor as 
well as mental performance. The Alpha-Beta raw scores may be interpolated at 1Q 
70, mental age 11.8; average grade 5.7 or less than two grades below the average 
grade claimed by these clients. 

Some question may arise as to whether clients of this level should be tested in 
groups. We are not advocating that group tests be substituted for individual tests 
when these are indicated. In practice, we find that “suspected” clients often respond 
to the group situation when they are not expected to be able to do so; some clients 
who are considered as non-readers, actually do read and carry out the easy directions 
of the Alpha. Since practice exercises are afforded for each of the Beta tests, and 
individual orientation may be given, it is extremely rare that some production is not 
forthcoming. The A-B-G Battery may be administered individually if necessary 
or an individual test may be substituted if the client demonstrates that he can not 
participate in a group situation. Our purpose in including a low level group in this 
study is that of demonstrating the validity of the norms in successfully locating the 
group. ; 

For 14 members of this group of 27, Wechsler Bellevue scores also are available. 
When the combined Alpha-Beta raw scores and Wechsler Bellevue Full Scale raw 
scores for these 14 are ranked and compared, a Rank Differences Coefficient of .90 
is obtained. When the respective IQ are compared, the coefficient is .92.. The sub- 
test scores are not directly comparable but some interesting relationships may be 
noted as shown below: 

Alpha Sub-Tests rho Wechsler Bellevue-Verbal 

Arithmetic 66 Arithmetic 

Common Sense Ry fs Comprehension 

Vocabulary 63 Vocabulary 

Association o 80 Similarities 

Beta Sub-Tests Wechsler Bellevwe-Performance 

Svmbols-Digits 09 Digits-Symbols 

Spatial Relations 2 Block Design 

Picture Completion y Picture Completion 


» 
‘ 


Other comparisons such as Addition and Digit-Span; Beta 3 (What’s Wrong) and 
Picture Arrangement resulted in coefficients beiow .50. 


Group 2. GRADUATES OF THE CALIFORNIA SCHOOL FOR THE DEAF. 

Thirty individuals, average age 18.4 years; all of whom succeeded in graduating 
from the California School for the Deaf, Berkeley, California. Combined Alpha- 
Beta Mean, raw score 182, SD 36.3; Interpolated IQ 108. The tests were admin- 
istered by a rehabilitation specialist for the deaf to small groups ranging in number 
from 7 to 14 during 1945 to 1948. He presented the instructions as written in the 
Manuals; made certain the students understood what they were to do before they 
began each test, using oral methods, finger spelling, or writing on the blackboard, as 
necessary. After the tests began no assistance was given. The majority of these 
students are now attending or have completed work at Gallaudet College in Wash- 
ington, D. C. In order to qualify for entrance to Gallaudet College, the students 
must attain a score on the Stanford Achievement Test equivalent of grade ten. From 
the raw scores as observed in table 5, and plotted on the Composite Work Sheet, it 
may be seen that the combined Alpha-Beta Mean raw score of 182 for the group 
would be read as equivalent of 1Q 99, grade 9.9, average mental age 16 years. It is 
well known “? that even graduates of the schools for the deaf are somewhat retarded 
verbally, and these clients are indicated to be retarded about two academic years. 
The Beta total score of 96, taken alone, would be interpolated at IQ 108, grade 12.2, 
mental age 17.2. The low reading score is reflected not only on Alpha 8, but also in 
the low Alpha 3 (Common Sense test) which heavily involves reading and vocabu- 
lary. This profile is much different from that of the mentally retarded, aside from 
the differences in the level of the total scores. The low vocabulary and reading scores 
are highly significant and appear to account for the difference between the level of 
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the Alpha total score and that of the Beta. The Beta sub-test profile exceeds that of 
the clerical group on the two non-verbal judgment scores and on spatial relations 
and the Gregg score exceeds both the clerical and professionally employed groups. 


Group 3. CLERICAL EMPLOYEES. 

Thirty-six clerical employees (State Civil Service) average age 32, average grade 
twelve. Combined Alpha-Beta Mean, raw score 223, SD 34.5; Interpolated IQ 109. 
Some of these individuals are seriously disabled orthopedically. Their duties include 
such work as reception, switchboard, accounting, stenography and secretarial work. 
The average Alpha-Beta raw score of 223 may be observed on the Composite Work 
Sheet to fall within the half-sigma space, and would be interpolated at grade 12.3, 
mental age 17.3. The Beta score is a little lower than Alpha and the three scores for 
Beta 3, 4, and 5 are significantly low. The Gregg score is lower than for the grad- 
uates of the School for the Deaf, but coincides with that for the next profile for the 
professionally employed. 

Group 4. PROFESSIONALLY EMPLOYED. 

Twenty professionally employed personnel, average age 38, average grade 16. 
Combined Alpha-Beta Mean, raw score 266, SD 29.5; Interpolated IQ 126. They 
are employed in the personal-social occupations and are skilled in interviewing and 
counseling. They are responsible for a wide range of information and skill in dealing 
with people. 

The Alpha-Beta combined score of 266 would be interpolated from the Com- 
posite Work Sheet at average grade 15.2, average mental age 19.2. The Beta score is 
noticeably low, but the sub-tests are consistent. The Gregg score coincides with 
that of the clerical group. The trend of the profile skews to the left, from the higher 
scores for the more familiar arithmetic and vocabulary, toward lower scores for the 
less familiar verbal material, and the Beta tests which are primarily speed and 
efficiency tests. Since the average age of this group is 38 years, such a trend is not 
surprising, but the interesting fact is that it is revealed. The scores on Beta 2, for 
the clerical group, the professional group and the graduates of the School for the 
Deaf almost coincide on Beta 6 (Matching), but are differentiated on the three Beta 
tests having to do with judgment and spatial factors. 


RELIABILITY 


We have never administered the Alpha-Beta-Gregg Batiery to groups for the 
express purpose of obtaining reliability coefficients, but our files contain the material 
for 26 individuals to whom the battery has been administered twice in the regular 
rehabilitation process. In some instances the client did not accept service at the 
time of the first application but re-applied for service months or years later, at which 
time the counselor scheduled the battery again as a check upon the results obtained 
in the first instance. In at least one instance the battery was administered, experi- 
mentally, prior to and following a prefrontal lobotomy. Several of the clients had 
undergone medication for epilepsy and it was desired to learn what effect the medica- 
tion was having. The same reason applied to several who had responded to psycho- 
therapy. Obviously such conditions are rather unsatisfactory for a study of reliabil- 
ity, particularly since the average time elapsing between administrations is 28 
months. During that time, average age increased from 21.5 years to 23.9 years, arid 
average grade claimed increased from 10.8 to 11.4. The disabilities included in the 
study are as follows: 

Disability Number Disability Number 
Cerebral Palsy Other orthopedic 3 
Epilepsy Psychoneurosis 5 
Schizophrenia Arrested Tuberculosis 2 
Paralysis Speech defect 2 
Defective Eyesight Arthritis 1 

Hydrocephalus 1 
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In order that the score variations may be compared for each test, the standard 
score equivalents for the raw scores are shown in table 6, together with the differences 
between the Means, in Standard Score units. Also shown are the correlation coeffic- 
ients for the two administrations and Standard Error of r. 

TasBLe 6. R 


ELIABILITY Data For A-B-G Tora Scores anv Sus-TEsts. 





First Second 
Test Name Adminis- | Adminis- D Er 
tration tration 


Combined Alpha-Beta 


w | 


Alpha Total 





1. Addition 

: Arithmetic 

3. Common Sense 
4. Vocabulary 

5. Dis. Sentences 
6. No. Relations 
A 
& 


nh 


— 


Association 


Reading 


Se a 


Beta Total 
1. Maze 49 
Symbols-Digits 49 
What's Wrong? 47 
Spatial Relations _ 47 
Picture Completion 46 
Matching 47 


vo 


| NON we 


Gregg Psychomotor 43 48 





There is a difference between the Means of 5 Standard Score points in three in- 
stances which, in the case of Arithmetic and Gregg tests, represents one raw score 
point out of 15 and 20 scoring opportunities respectively, and for Disarranged 
Sentences, three raw score points of a possible 24. The correlation coefficient for the 
Gregg Psycho-motor score is .97, the highest of all; for the combined Alpha-Beta 
total score .96, for Alpha, alone, .95 and for Beta .88. The sub-test coefficients ranged 
from .64 for Alpha 1 (Addition) to .95 for Alpha 4 (Vocabulary), and from .60 for 
Beta 6 (Matching), to .86 for Beta 3 (What’s Wrong?). 

These results may be compared with a study of the Wechsler-Bellevue Sub- 
Tests by Hannister, as reported by Rabin and Guertin? for 53 psychiatric clients 
to whom the test was re-administered after one week. The correlations ranged from 
the .50’s to the .90’s, whereas none of the Alpha-Beta Sub-Test correlations fell be- 
low .60 and extended as high as .95. The number of cases in the Alpha-Beta study is 
only 47 per cent as great as for the Wechsler-Bellevue study, but the length of time 
elapsing is far greater and some difference might be expected in our study merely 
on the basis of age and increased grade, not to mention the effects of therapy and 
medicine which have had time to take effect. 


SUMMARY AND CONCLUSIONS 

We have described a procedure for using the Alpha-Beta-Gregg Battery in a 
large scale vocational guidance program, presenting normative data based upon 1000 
physically handicapped clients, with supplementary measures useful in comparing 
other norms, and the Composite Work Sheet on which scores may be graphed. We 
have compared these independently developed, total-score norms with other large 
scale investigations and find both verbal and non-verbal scores in close agreement 
with accepted norms which appear in the manuals. 





NORMATIVE DATA FOR THE ALPHA-BETA-GREGG BATTERY 245 


Validation was accomplished by appropriately locating on the Composite Work 
Sheet, the mean scores for four groups of known characteristics whose life situations 
ranged from professionally employed to mentally retarded, and have shown how 
the sub-tests not only conform, but provide highly revealing differences in the per- 
formance of each group. Comparison of Alpha-Beta results with results obtained 
from other tests of known validity is provided for two of the groups. 

Reliability is supported by a study of a small group of individually observed, 
severely handicapped clients, aftera period of several years had elapsed and rehabili- 
tation effort had been expended. The correlation coefficients for the two sets of 
scores for these group tests compare very favorably with results for an individually 
administered test repeated after a very short period of time with a comparable group 
of clients: This proved true for the sub-tests as well as for the total scores. 

We conclude that the Alpha-Beta-Gregg Battery provides a versatile screening 
battery since it is highly reliable and valid, meets the needs of and clearly differen- 
tiates between a wide range of abilities; indicates those who will require individual 
attention, and makes clear the fields in which further aptitude and personality prob- 
ing is desirable. The last characteristic is only partially treated in these pages and 
will require further exposition. ! 
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A STUDY OF THE VALIDITY OF SOME HYPOTHESES FOR THE 
QUALITATIVE INTERPRETATION OF THE H-T-P FOR CHILDREN OF 
ELEMENTARY SCHOOL AGE: Il. THE “PHALLIC TREE” AS AN 

INDICATOR OF PSYCHO-SEXUAL CONFLICT of 


ISAAC JOLLES, 
State Department of Public Instruction, Springfield, Illinois 


PROBLEM 


For quite some time the writer and several associates have been concerned about 
the significance of the “‘phallic tree’? which seems to occur with considerable fre- 
quency in the H-T-P’s of mental defectives. This particular type of tree is usually 
drawn with a heavy, sometimes long trunk and with a small cirele representing the 
branch structure. The writer has labelled it ‘“‘the phallic tree” because of its close 
resemblance to the phallus. The basic characteristic of this tree is the very large 
trunk in proportion to the branch structure. There are several ways in which this 
tree is drawn other than the one mentioned above. They are: 


1. Thick, long trunk with very short, one- or two-dimensional branches. 
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Thick, long trunk with short, phallic-like branches protruding from the 
sides of the trunk. 

Heavy trunk with several vine-like lines (with or without leaves) represent- 
ing the branch structure. 

Thick, long trunk surrounded by a thin layer of shading representing the 
branch structure, thus giving an impression of a penetration. 


The occurrence of this type of tree in a normal adult might very well be inter- 
preted the same as a very large chimney, i.e., overconcern about sexual matters 
with a need to demonstrate virility or as indicating exhibitionistic tendencies“, 
Certainly some type of phallic preoccupation might be suggested. However, does 
this interpretation hold for children, particularly young children or older children 
with mental ages of young children? Can it be that there is a stage in a child’s de- 
velopment where this represents his percept of a tree and has no sexual significance? 
Could such a tree drawn by a young child merely signify that he has not yet reached 
the stage where he can obtain a great deal of satisfaction from his environment (be- 
cause of the limited branch structure)? 

Thus we not only have a problem of determining the frequency of occurrence 
of the ‘‘phallic tree” among children of various ages, but also there is the need to 
determine the sexual significance of such a tree. Ideally an intensive case study of 
each person drawing such a tree as well as those not drawing it would be the way to 
validate its significance. Of course, such an elaborate procedure is much beyond the 
scope of the writer’s resources. One way in which a validity study of a projective 
technique may be made is to determine its internal consistency. Although this is 
certainly not the final step in testing validity, it is at least one phase of the process. 
Therefore, this method was adopted for this study. 


PROCEDURE AND METHOD oF REcORDING Data 

The trees were divided into three classes: (1) absolute “ phallic tree,” (2) ‘‘ phallic 
tree” suggested, and (3) ‘‘phallic tree’ not implied. The second classification was 
established because the writer felt that analysis of the data might possibly require it. 
This classification represents essentially the same characteristics as the “phallic 
tree’ but without quite the exaggerated proportion between trunk and branch 
structure. At this point it should be made clear that placing a tree in the third 
category (‘‘phallic tree’? not implied) does not necessarily mean that no phallic 
symbolism appears in the tree. This can occur because it is a particular type of tree 
which is being studied, not phallic symbolism. 

The tree was then checked for consistency with other items in the test which 
might be indicative of a psycho-sexual disturbance. These items and the criteria for 
determining presence of psycho-sexual disturbance were: 


Chimney: Line quality not consistent with the rest of the drawing of the house. 
Proportion with greater emphasis being placed upon largeness rather 
than smallness although the latter was included. Heavy shading not 
consistent with the shading in the remainder of the house. Absence of 
shading in the chimney when shading appeared elsewhere in the 
house, either in the roof or in several other details or both. Trans- 
parency which was not consistent with the remainder of the house. 
Bizarre placement of the chimney such as on an endwall rather than 
on the roof. Mutilated chimney. Distorted shape except when other 
house details were similarly distorted. Chimney disjoined from house, 
even only slightly, when other house details showed consistent join- 
ing of lines. 


The Person: Long, unshaded hair. Overly large and/or heavily drawn nose. 
Over-emphasis upon the breasts, either by shading, proportion, line 
quality, or heavily shaded decorations in the breast area. Disturb- 
ance in the waist line; heavily shaded or very weakly drawn waist 
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line. Disturbance in the pelvic region as might be manifested by 
heavy shading or heavily drawn lines, very weakly drawn lines, 
broken lines when not characteristic of the drawn whole, proportion, 
decoration with obvious sexual symbolism such as a triangle or a 
flower, frank expression of sexual details. Objects which are con- 
sidered to be phallic symbols such as guns, pistols, canes, hatchets, 
ties, but only when such objects are definitely out of proportion or 
heavily shaded. 


Table 1 presents the raw data for this study, and it illustrates how this data 
was collected. A given case is classified four ways: sex, type of tree, validating item, 
and age. For example, a five-year-old boy drew a tree which is classified as an ab- 
solute phallic tree. There is no evidence of sexual disturbance in the person, but the 
chimney is much too large. This case would be recorded in the section for males 
under the classification of absolute phallic tree and in the section for the five-year 
group where the chimney is the validating item. As a further note of explanation of 
Table 1, the table shows that 24 five-year-old males drew absolute phallic trees and 
drew a chimney which indicated a psycho-sexua] disturbance. Finally, it should be 
pointed out that in the event that both the chimney and the person showed signs of 
psycho-sexual disturbance, rather than record the case twice it was recorded only 
under “ Both.” 

The problem of analyzing and recording this data was not a simple one because 
of its subjectivity. At first it was thought that two or more people could work on 
this problem, but the attempt was soon given up. Different clinicians have different 
degrees of sensitivity in analyzing drawings. Also, they have different personalities 
from which to project interpretations. For example, the chimney is the male sex 
symbol for the clinician as well as for the subject. Hence, personality factors may 
influence one’s judgments as to whether a chimney is too large or too small. This 
might not be important in many cases, but it could raise havoc with the data in the 
borderline cases. 

The writer made every effort to further the objectivity of this study. It was felt 
that subjectivity would be most pronounced in analyzing the Person. Hence, an- 
alysis of the Person for symptoms of psycho-sexual disturbance was made before 
looking at the other two drawings. In this way the tendency to shape one’s judg- 
ments to fit the remainder of the picture is reduced. Ideally the judgments should 
be made on each of the three wholes without seeing the others but this was too time 
consuming because of the writer’s limited amount éf time available for research pur- 
poses. In spite of these difficulties the writer feels that the data from which the con- 
clusions are drawn are reliable enough to be meaningful. 

Helping to counteract errors due to subjectivity and bias is the fact that many 
sources of validating symptoms on the basis of internal consistency were not used, 
e.g., the doorknob, the window with vertical lines only for indicating the window 
panes, obvious disturbance on the bedroom window, and more than one symptom 
appearing in the person. The Jatter is a most important point because in many in- 
stances where the tree and the chimney were negative for symptoms, there were at 
least two and sometimes three symptoms appearing in the person. Perhaps this 
point should be elaborated further because it is an important one. Let us suppose 
that the writer’s bias is such that he would find more evidence of sexual significance 
than actually exists. There were a number of cases in which no corroboration of the 
“phallic tree’’ was recorded in either the chimney or the person, but corroboration 
was actually seen in a very large, heavily shaded doorknob. In this way one type 
of error cancels the other. 

The method by which the drawings were obtained and the sampling arranged 
is described in a previous paper®?. The present study includes drawings of 1393 
males and 1308 females ranging in age from 5 through 12. This gives us a total of 
2701 sets of drawings. 
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ANALYSIS AND DISCUSSION OF RESULTS 


Our first concern is whether the “phallic tree” has a tendency to disappear with 
age. In Table 2 the per cent of occurrence of each type of tree is shown for each age 
group and from this one can see a negative correlation with age for the absolute 
‘phallic tree’ and a positive correlation with age for the non-phallic tree. The sug- 
gested Phallic Tree seems to increase at first and then to decrease slightly. The 
biserial correlation “? coefficient for the Absolute Phallic Tree and the Non-Phallic 
Tree with age is —.781 for males and —.766 for females. This tends to bear out our 
observation that as the child grows older he is less likely to draw an absolute phallic 
tree, and, conversely, more likely to draw a non-phallic tree. 


TABLE 2. SHow1nG PER CENT oF THREE Types oF TREES DRAWN BY MALES AND FEMALES 
IN Eacu AGE Grove 








AGE GROUPS 

TREE SEX —_ — ——— — - 
5 3228 9 

Absolute Phallic Males 46.9 | 42.9 | 28.2 
Tree |—_—— . 

Females 62.6 | 58.6 | 34.7 | 27. 

Suggested Phallie | Males =————S—Ss«8332.4 | 36.0 | 40.5 | 46. 

ree i— | 


Females | 27.2 | 33.5 | 43.5 


“Non-Phallic ‘| Males 31.3 | 39.1, 


“) 21.1 | 
Tree ~-—-—--- ——} ————| ——_|—— 
Females 5.8 | 14.2 | 31.8 | 28.8 
| | 1 | | 





In order to get an indication of the relationship between the three types of trees, 
the rank correlation “’ was computed for each possible combination according to sex 
of the subjects. The ranking was done by comparing the percentages of the three 
types of trees in the various age groups. The coefficients are shown in Table 3. As 
might be expected, we find that there is a very high negative correlation between 
the absolute phallic tree and the non-phallic tree for both sexes. Also, the Absolute 
Phallic Tree correlates significantly with the Suggested Phallic Tree for males, which 
again we might expect. However, here appears a sex difference, for the low negative 
correlation for these two trees for the female group is insignificant. Further evidence 
of a sex difference shows up in the expected significant negative correlation between 
the Suggested Phallic Tree and the Non-Phallic Tree among the males and un- 
_ expected absence of correlation between these two trees among the female subjects. 


TABLE 3. SHOWING RANK DIFFERENCE Co- 
EFFICIENTS OF CORRELATION FOR THE THREE 
Types or TREES 


Types of Trees Sex Rho 
Compared 


Absolute Phallic Tree Males 952 
and Non-Phallic Tree Females G52 


Absolute Phallic Tree | Males 595 
and Phallic Tree Suggested | Females .095 
Phallic Tree Suggested | Males 667 
and Non-Phallic Tree Females 000 





ISAAC JOLLES 


Sex DIFFERENCES 


Referring again to Table 2, it is readily noted that girls tend to draw more 
phallic trees than boys. Thus, again a sex difference is suggested; and in order to 
test the significance of this difference, Chi Square“) was computed. Table 4 is the 
Chi Square contingency table. Here the Absolute Phallic Tree and the Suggested 
Phallic Tree were combined. This table shows that 672 males drew phallic trees, 721 
drew non-phallic trees. Also, 726 females drew phallic trees, 582 drew non-phallic 
trees. The figures in parentheses represent the theoretical frequencies, or the fre- 
quencies which would occur from a pure chance distribution. The obtained Chi 
Square is 14.015 which is significant at less than the 1° level of confidence. Thus 
we may safely conclude that there is a significant sex difference here and that more 
girls than boys tend to draw phallic trees. 


TaBLe 4. Cut SQuARE CONTINGENCY TABLE 
FOR DETERMINING SEX DIFFERENCE IN DRAw- 
ING “PHALLIC TREES” 


Males Females Totals 


Phallic 672 726 1398 
Tree (721) | (677) 


Non-Phallic 721 582 1303 
Tree (672) (631) 


1393 1308 2701 


Chi Square = 14.015 


Further evidence of sex differences is brought out when the phallic tree (absolute 
and suggested as combined above) is correlated with age. Using the biserial correla- 
tion technique as was done above for age and the absolute phallic tree, the obtained 
coefficient for the males is —.515 but for the females it is only —.195, an insignificant 
relationship. 

The fact that there is such a definite sex difference in the drawing of the ‘‘Phallic 
Tree” justifies an hypothesis that such a tree has sexual significance. Our problem 
then, is to check the “‘Phallic Tree” for sexual significance by comparing its presence 
or absence with the presence or absence of other hypothesized symptoms of psycho- 
sexual disturbance. Thus, for the purposes of this study, if there is evidence of 
psycho-sexual disturbance in either the chimney, the person, or both, the “‘Phallic 
Tree” is considered to be valid for sexual significance. If there is no evidence of 
psycho-sexual disturbance in either the person or the chimney, then the “Phallic 
Tree” is considered to be invalid for sexual significance. It follows from this that we 
would expect the non-phallic tree to be accompanied by an absence of psycho-sexual 
disturbance in both the Person and the Chimney. 

There are many instances in which evidence of psycho-sexual disturbance ap- 
pears in both the Person and the Chimney even though a non-phallic tree is drawn. 
The writer feels that this is not contrary to the hypothesis which we are trying to 
test, because the H-T-P maintains internal consistency; that is, the Person and the 
Chimney verify each other so that verification from the Tree is not needed. There- 
fore, this group of cases has been omitted from this phase of the study. This is a very 
important point and, therefore, further clarification is indicated. Let us suppose 
that a subject has a severe psycho-sexual conflict. There is no reason why this sub- 
ject’s tree must reveal the conflict. The stimulus value of the tree for this particular 
subject may not evoke associations in the sexual sphere, but the stimulus values of 
the house and the person do arouse such associations for this subject. Thus the test 
as a whole maintains our criterion of internal consistency by bringing out symptoms 
of the sexual conflict in the chimney and corroborating evidence in the person. 
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The validity of our hypothesis was tested by the Chi Square technique. Table 5 
is the contingency table for computing Chi Square. Here we ‘find that 1227 of the 
1398 Phallic Trees were associated with evidence of psycho-sexual disturbance in 
the Chimney, the Person, or both. The remaining 171 Phallic Trees were not asso- 
ciated with other evidence of psycho-sexual disturbance according to the criteria 
set up for this study. Likewise 399 of the 726 non-phallic trees were associated with 
symptoms of sexual disturbance in either the Person or the Chimney while in the re- 
maining 327 cases such symptoms were absent. The figures in parentheses represent 
the theoretical frequencies for this distribution. The obtained Chi Square is 284.5 
which is significant at less than the 1°% level of confidence. Thus our hypothesis is 
verified. 


TaBLe 5. Cut SQuaRE CONTINGENCY TABLE 
FOR DETERMINING SEXUAL SIGNIFICANCE OF 
THE “PHauuic TREE” (Entire Group) 


Ne n- 
“Phallie’”’) “Phallic’’?) Totals 
Tree Tree 
Maladjustment 1227 399 1626 
Present (1070) (556) 


Maladjustment 171 327 498 
Absent (328) (170) 


Totals 1398 726 2124 


Chi Square = 284.5 


AGE DIFFERENCES 

Since there seems to be an age factor as well as a sex factor in the drawing of 
“Phallic Trees,” both males and females have been divided into young and old 
groups, the young ranging from 5 through 8 years and the old from 9 through 12 
years. Tables 6, 7, 8, 9, 10, and 11 are the Chi Square contingency tables for the var- 
ious groups studied. In all instances the obtained Chi Squares are significant at less 
than the 1°% level of confidence. Thus, our hypothesis that the ‘‘Phallic Tree’’ has 
sexual significance is verified within the limits of this study. Since some question 
might be raised regarding the very young children, Table 12 has been added for the 
5- and 6-year-olds. Again the obtained Chi Square is significant at less than the 1% 
level of confidence. 

Because of the fact that ‘Phallic Trees’ tend to be more common among the 
younger children, the “young group’’ was compared with the old group in order to 
see whether there is a significant difference between these two groups as to sexual 
significance of the ‘‘Phallic Tree.”” Tables 13 and 14 are the Chi Square contingency 
tables for males and females respectively. The obtained Chi ‘Squares are both sig- 
nificant between the 10 and 20 level of confidence. This is not a very reliable differ- 
ence, but even then it shows greater sexual significance for the ‘‘Phallic Tree” among 
the younger group than among the older group. 

Some question may be raised as to whether one is justified in combining the 
data for the ‘Absolute Phallic Tree”? with that of the ‘‘Suggested Phallic Tree.” 
Consequently, a test was made to determine whether there is a significant difference 
between these two types of trees as far as sexual significance is concerned. Table 15 
is the Chi Square contingency table for this purpose, and the obtained Chi Square 
of 4.752 is significant between the 2 and 5°¢ level of confidence. This is significant 
enough to create some confusion as to the meaning of the results, for this difference 
indicates a greater sexual significance for the “Suggested Phallic Tree” than for the 
“Absolute Phallic Tree.’’ This does not deny sexual significance for the “Absolute 
Phallic Tree” because it can readily be seen in Table 15 that there were 460 instances 


‘ 
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TABLE 6. 
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Cui SQUARE CONTINGENCY TABLE 


FOR DETERMINING SEXUAL SIGNIFICANCE OF 
THE “PHALLIC TREE” (MALEs) 


“Phallic”’ 


Tree 


Maladjustment 589 
Present (506) 


Maladjustment 83 
Absent (166) 


Totals 672 


Non- 
“Phallie”’ 


Tree 


Totals 
217 806 
(300) 


182 265 


(99) 


399° 1071 


Chi Square = 147.6638 


TABLE 7. 


Cut SQuarRE CONTINGENCY TABLE 


FOR DETERMINING SEXUAL SIGNIFICANCE OF 
THE “PHaAuiic TREE” (FEMALES) 


“Phallie”’ 


Tree 


Maladjustment 638 
Present (565) 


Maladjustment SS 
Absent (161) 


Totals 726 


Non- 
“Phallie”’ 


Tree 


Totals 


182 820 
(255) 

145 233 
(72) 


327 1053 


Chi Square = 137.43 


TABLE 8. 


Cur SQuARE CONTINGENCY TABLE 


FOR DETERMINING SEXUAL SIGNIFICANCE OF 
THE “PuHatiic TREE” (MALEs 5 To 8 YEARS 


INCLUSIVE) 


“Phallie”’ 


Tree 


Maladjustment 369 
Present (336) 


Maladjustment 70 
Absent (103) 


Totals 439 


Non- 
“Phallic’’) Totals 
Tree 


444 


75 
(108) 


66 
(33) 


141 


Chi Square = 56.89 


TABLE 9. 


Cut SQuaRE CONTINGENCY TABLE 


FOR DETERMINING SEXUAL SIGNIFICANCE OF 
THE “Puatiic TREE” (MALEs 9 To 12 YEARS 


INCLUSIVE) 


™ Phallic”’ 


I ree 


Non- 
“Phallic’’) Totals 
Tree 
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TABLE 10. Cut SQuarE ConTINGENCY TABLE 

FOR DETERMINING SEXUAL SIGNIFICANCE OF 

THE “PHALLIC TREE” (FEMALEs 5 TO 8 YEARS 
INCLUSIVE) 


Non- 
| “Phallie’’) “Phallie’| Totals 
Tree Tree 
Maladjustment 
Present 


405 61 466 

(376) (90) 

Maladjustment 69 53 122 
Absent (98) (24) 

Totals 474 114 588 


Chi Square = 55.2044 


TABLE 11. Curt Square ConTINGENCY TABLE 

FOR DETERMINING SEXUAL SIGNIFICANCE OF 

THE “PHALLIC TREB” (FEMALEs 9 TO 12 YEARS 
INCLUSIVE) 


Non- 
“Phallie”’ 


Tree 


“Phallie”’ 


Tree 


Totals 


Maladjustment 233 121 354 
Present (192) (162) 


Maladjustment 19 92 111 
Absent (60) (51) 


Totals 252 213 
Chi Square = 127.9 
TABLE 12. Cut SQuARE CoNTINGENCY TABLE 
FOR DETERMINING SEXUAL SIGNIFICANCE OF 
THE “Puatiic Tree” (Born Sexes, 5 anp 6 
YEARs) 
Non- 
“Phallie”’ 


Tre ec 


“Phallie” 


Tree 


Totals 
Maladjustment 369 45 
Present (349) (65) 


Maladjustment 85 40 
Absent (105) (20) 


Totals 15-4 85 
Chi Square = 31.1096 
TABLE 13. Crt SQuARE CONTINGENCY TABLE 


ComMPaARING “YouNG”’ anp “Op” MALEs FoR 
SEXUAL SIGNIFICANCE OF THE “PHALLIc TRER”’ 


Young Old Totals 


Maladjustment 220 142 362 
Present (172) (190) 


Maladjustment 13 116 129 


(5-8) 
Validation 435 
Present (425) 


(9-12) 


390 
(400) 


Absent (61) 


Totals 233 


(68) 


258 


Chi Square = 97.1745 


Validation 145 
Absent (155) 


Totals 580 


Chi Square = 1.82 
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TABLE 14. Cui Square ContINGENCY TABLE TABLE 15. Cut Square ConTINGENCY TABLE 

ComparRInG “YounG”’ anp “OLp”’ FEMALES FOR ComparRING ABSOLUTE “PHacLIc TREE” 

FOR SEXUAL SIGNIFICANCE OF ‘THE “PHALLIC witH SuaGcestep “PHattic TREE” As TO 
TREE” VALIDITY 


Yourg Old Totals Tree 


™ ; Absolute | ‘‘Phallie 

“phe 1 ’? ‘ > 

Validation 553 325 878 aa nied Totals 
Present (543) (335) — a 


(5-8) (9-12) 


Maladjustment 460 767 1227 


Validation 200 140 re (473) (734) 


Absent (210) (130) AD 
rs his ve Maladjustment 79 92 
Totals 793 465 (66) (105) 
Chi Square = 1.728 Totals 539 859 


Chi Square = 4.752 


in which the sexual significance of the “Absolute Phallic Tree’? was substantiated by 
the criteria of this study as opposed to 79 instances in which sexual significance was 
not substantiated. 

One would expect the ‘‘Absolute Phallic Tree’’ to be more significant of a sexual 
disturbance than the ‘Suggested Phallic Tree.’”’ Thus, on the surface it would ap- 
pear that there is some inconsistency in the results of this study. Several explana- 
tions may be offered for this phenomenon: 

1. The assumption that the chimney and the selected items of the Person 

signify a psycho-sexual disturbance may not be valid. 

The more frank expression of the phallus in the ‘Absolute Phallic Tree” 
may result in a lessened need to express the sexual difficulties in the Person. 
The fact that the “‘Suggested Phallic Tree’’ seems to represent an ineffective 
effort to cover up the presentation of the phallus may be suggestive of a 
more serious sexual conflict than the more frank expression of the phallus 
in the *‘ Absolute Phallic Tree.” 


One must not overlook the first explanation, for internal consistency is only one of 
several approaches needed to validate a projective technique. However, on the basis 
of this phase of the validation process, the writer feels that both the second and third 
explanations are sound. 


SoME ADDITIONAL OBSERVATIONS 

Referring back to Table 1, one cannot help but be impressed by the relatively 
few cases that show no signs of psycho-sexual disturbance in either the chimney or 
the Person, irrespective of the type of Tree which is drawn. Can it be that the new- 
born infant in our American culture is destined to grow up with some type of sexual 
conflict? It is somewhat alarming at first to think that this is possible, and one 
would be more inclined to say that the interpretation of the drawings is wrong. How- 
ever, one must bear in mind that a study of this kind cannot discriminate between a 
serious sexual maladjustment and minor tensions in the sex area to which the in- 
dividual makes an adequate adjustment. When taken from this point of view, one 
need not be surprised to find such results. The early thinking of Freud and other 
psychoanalysts has stressed the cultural effects upon the individual’s sexual adjust- 
ment, and such studies as the one made by Symonds“? on adolescent fantasy reveal 
a prevalence of sexual conflict and /or fantasy among the normal as well as the mal- 
adjusted. 

If Buck’s“ hypothesis that long, unshaded hair may signify the presence of 
ambivalent sexual fantasies is valid, then there is an indication that ambivalent sex- 
ual fantasies are relatively common among girls over eight years of age. At least 
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that is the impression the writer has gained from reviewing the drawings for this 
study. Thus, a study similar to this one would be in order for the long, unshaded hair. 

The frank expression of sexual details was rare. There were probably no more 
than ten such instances among the several thousand sets of drawings reviewed for 
this study. Hence, it seems likely that such frank expression of sexual details is 
significant of a serious sexual disturbance. It was observed that weapons of ag- 
gression were common among the drawings of the boys, for many drew cowboys or 
Indians with rather complete costumes. Soldiers appeared to a lesser degree. 

Even the very young girls drew brides, but the bride did not seem to be very 
common until after the age of 7 or 8 when it appeared very often. Also, from the age 
of 8 through 12 the girls seemed to place considerable emphasis upon the breasts, 
frequently showing anxiety or guilt in this area, often drawing human figures with 
very large breasts. The eleven- and twelve-year-old girls drew many very effeminate 
girls garbed in blue jeans, a reflection upon our present day custom among adoles- 
cent girls. 

Finally, it should be pointed out that all of these phenomena provide clues to the 
total problem of child development. This is especially true regarding sex differences 
in psycho-sexual development. First of all, a previous paper by the writer © pointed 
out sex differences in the process of sexual identification. Now this study elaborates 
further on the problem. These findings stress the need for further research so as to 
contribute to a better understanding of the way children’s attitudes and feelings con- 
cerning sex develop. 

For example, what factors are responsible for the early emphasis upon the bride 
in children’s drawings? How do we explain the young girl’s interest in the breasts? 
Why do young boys show greater preoccupation with the phallus than girls but be- 
gin to lose this interest as they grow older while the girls do not? We can all theorize 
on why these things take place, but in all probability there will be as many theories 
as there are those who try to explain these phenomena. We need research to pro- 
vide us with facts. 

CONCLUSIONS 
1. The ‘‘Phallic Tree” is more common among the young children than among the 
older groups. 
2. Irrespective of the age at which it occurs, the “‘ Phallic Tree,”’ on the basis of the 
criteria of the present study, has sexual significance and seems to be related to a 
psycho-sexual disturbance. 
3. It would seem less significant, from the standpoint of degree of sexual malad- 
justment, when the “Phallic Tree” occurs in the drawings of young children than 
when it occurs in the drawings of older children. 
4. The “Absolute Phallic Tree’ is less significant of sexual maladjustment among 
young girls than the ‘‘Suggested Phallic Tree” since it correlates significantly with 
age whereas the latter does not. It is possible that this means that the ‘‘Suggested 
Phallic Tree’’ represents an effort to cover up the obvious preoccupation with the 
phallus, hence the presence of anxiety and /or guilt in the sexual sphere. However, 
this is just an hypothesis that needs to be verified. 
5. Because of the more frequent occurrence of the “‘Phallic Tree” among girls than 
among boys, probably one should regard it as less significant of maladjustment when 
it occurs in the drawings of girls than in the drawings of boys. At the same time one 
is provided with an opportunity to offer theoretical conclusions regarding sex differ- 
ences in psycho-sexual development. However, the writer is not attempting to offer 
such explanations here. 
6. Several areas for further research are suggested; e.g., the significance of long, 
unshaded hair, the chimney, the sexual significance of pistols, guns, arrows, canes, 
etc., and the significance of the breasts in the psycho-sexual development of girls. 
Finally, clues for studying the general process of psycho-sexual maturation are 
offered. 
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RESEARCH IN CLINICAL PSYCHOLOGY: 1951 
WILLIAM SCHOFIELD 


University of Minnesota 


This is the third annual review of research literature in the field of clinical 
psychology based on a stable definition of what constitutes research and on a culling 
of the same set of professional journals “°. *)*, Again, studies were included in the 
review only if they constituted a ‘systematic investigation of a specifically des- 
cribed group of subjects and the derivation of normative or comparative data from 
psychometrics, case histories, or therapeutic interviews; or analysis of administra- 
tion, scoring, and interpretation of a given instrument.”’ 

As in preparation of the former reviews, brief abstracts were prepared of each 
of the research studies found in the 1951 numbers of the six journals. Working from 
these abstracts, it was possible to sort the studies into the same generally descriptive 
categories as were used to summarize the research emphasis of previous years. The 
results of this tabulation are given in table 1. The rubrics used in this tabulation 
TasLe 1, DistrRIBuTION oF 143-REsEARCH StupIEs REPORTED IN Srx SELECTED JOURNALS IN 1951, 

BY AREAS OF RESEARCH REPRESENTED, WITH COMPARATIVE Data FoR 1950. 








No. of Per cent Per cent of Rank 
Studies of Total Total 1950 1950 


1. Validity (projective techniques) 30 21.0 19.6 
Normative study (personality ) 18 12.6 d 
Normative study (intelligence) 11 
Validity (structured personality tests) 11 
Interest relationships 10 
Normative (structured personality 

tests) 10 
Objective evaluation of therapy 7 
Validity (prognostic indicators) 7 
6 

6 

} 

t 


“JIsJ 6] 


Validity, W-B diagnostic patterns 

Test standardization 

Normative (projective techniques) 

Validity of psychiatric diagnosis 

New test (projective) 3 
New tests (intelligence) 3 
Differential diagnosis of feebleminded 3 
Abbreviated intelligence tests 2 
Analysis of recorded interviews 2 
Validity of W-B Deterioration Index 0 
Detection of malingering 0 
Miscellaneous 6 4.1 


DDD DS be be oe oe 


ie ee ee MH ho ho 6 


—ebobe 


143 100.0 





*The same six journals surveyed inrthis review are: Journal of Clinical Psychology, Journal of 
Consulting Psychology, Journal of Abnormal and Social Psychology, Journal of Applied Psychology, 
Journal of General Psychology, and Journal of Psychology. 
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evolved gradually in an earlier survey of the research literature in the years 1946- 
1948. ©?) While decision as to placement of a particular study in one category rather 
than another is sometimes difficult and the final placement essentially arbitrary, it 
has been found that with very slight modification the original set of categories seems 
to provide good descriptive differentiation of the studies reported each year. 

From table 1 it is seen that the single most frequent type of research in clinical 
psychology appearing in the specified journals is that concerned with validation of 
projective techniques for the study of personality. This is the third consecutive year 
that this category of research has dominated the listings. There has been no particu- 
lar increase in the proportion of the total number of researches in this area; analysis 
for the years 1949, 1950, and 1951 reveals 17.47, 19.6°7, and 21.0% respectively of 
all the recorded researches falling in this category. As will be noted later, not only 
has the relative frequency of all studies in this category been fairly stable but certain 
intra-category characteristics have tended to uniformity in the past three years. 

It is of interest to note that studies of the validity of structured personality 
tests have jumped from ranks of 11 and 14 in the previous two years to a tie for third 
place for frequency in the 1951 survey. In view of the previous comments as to the 
relatively stable emphasis on validity studies of projective devices, this increase 
in validation of structured devices is not interpretable as a reflection of any lessened 
interest in projectives so far as questions of validity are concerned. However, if 
attention is directed to normative studies of projective and structured instruments 
respectively, table 1 reveals a noticeable change in the relative frequency of the two, 
this change in favor of structured devices. Thus, the category of normative studies 
of projective devices dropped from a frequency rank of two for 1950 to a rank of 
11.5 for 1951; on the other hand, normative researches with structured personality 
tests jumped from eleventh place in 1950 to a tie for fourth place in 1951. In these 
changing relationships there is perhaps some indication that recently accumulating 
research evidence, Which raises very serious doubt as to the validity of basic inter- 
pretive assumptions of the major projective techniques, is encouraging clinicians to 
attempt more sophisticated analyses of structured instruments which they rather 
cavalierly dismissed in their earlier ardor for projectives. 

In view of the piling up of negative findings in studies of the validity of diag- 
nostic patterns derivable from the Wechsler-Bellevue, it is interesting to note that 
such studies maintain a fairly high frequency. The ranks of this category were 7.5 
and 6 in 1949 and 1950 respectively; as shown in table 1, it ties for sixth place in 
order of frequency for the 1951 studies. It would appear that clinical psychologists 
do not readily surrender hopes for multiple functions from single devices once such 
hopes have been aroused. On the other hand, perhaps some freedom from persevera- 
tive tendencies is suggested by the fact that studies of the Deterioration Index of 
the W-B, which tied for seventh place in order of frequency both in 1949 and 1950, 
are notable for their absence in 1951. 

These remarks are indicative in some degree of the relative stability of the 
pattern of interests of clinical psychologists as reflected in their research publica- 
tions in the past three years. Further indication of the amount of fixity of this pat- 
tern from year to year is available in the rank-order correlation coefficients for the 
frequency of studies in the various categories. These coefficients are: rho = +.681 
for 1949-50, and rho = +.548 for 1950-51. It is probably desirable that the pattern 
of research emphasis shows no greater consistency from year to year than is indi- 
cated by these very modest correlations. In all statements of this nature there is, of 
course, an implicit assumption of high positive correlation between kinds of research 
carried out and kinds of research published, with no undue bias stemming from 
editorial leanings. This seems a reasonable assumption. 

Of the 30 studies included in the first category of table 1, fifteen are concerned 
with the validity of some aspect of the Rorschach technique, eight are concerned 
with the Szondi, three are studies of the TAT, and the remaining four are devoted to 
the Rosenzweig P-F test, the Bender Gestalt, the Michigan Picture test, and a 
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special sentence completion test. It is interesting to compare the relative amount 
of attention being devoted to the validity of the Rorschach and Szondi techniques 
in recent years. Data on this point derived from this and previous reviews are sum- 
marized in table 2. 


TABLE 2. SuMMARY OF VALIDITY STUDIES OF PROJECTIVE TECHNIQUES REPORTED IN Stx SELECTED 
JOURNALS IN 1949, 1950, AND 1951. 


Year Total No. No. on No. of Negative No. on No. of Negative 
of Studies Rorschach Rorschach Studies Szondi Szondi Studies 


1949 15 8 (53%) 6 (75%) 0 
1950 29 15 (52%) 10 (66%) 4 3 (75%) 


1951 30 15 (50%) 10 (66%) 8 5 (63%) 


It appears from the data of table 2 that validity studies on the Rorschach are 
on a plateau both as regards the relative frequency of such researches among all 
studies of projective devices and also as regards the prevalence of negative findings. 
In this tabulation, negative studies are those in which the authors concluded that the 
major interpretive hypothesis or assumption under test was not supported by their 
findings. On the other hand, the Szondi would appear to be receiving increasing 
attention although such attention does not appear warranted in terms of any greater 
prevalence of positive findings than holds for the Rorschach. 

Of the ten negative Rorschach studies, four involved analysis of basic assump- 
tions as to-the significance of color. These studies resulted in conclusions that pro- 
ductivity as measured by the 8-9-10 per cent is not a function of color @*, that color 
as a discrete variable does not materially influence responsiveness“, that the 
common indices of color shock occur in a large majority of essentially normal college 
students and are apparently due to some factor other than presence or absence of 
color®?, and that color and non-color Rorschach responses are not significantly 
associated with common psychological indicators of emotional state“. 

In an experimental study of fifteen Rorschach signs commonly reported as in- 
dices of anxiety, Kichler“? found only four which yielded reliable mean differences 
between control and stressed groups; it is apparent from the sigmas that overlap- 
ping on each of the variables was such as to make them inefficient for individual 
prediction. Gardner“ evaluated twelve generally agreed upon Rorschach signs of 
impulsivity and found rank-order correlations against ratings by “long-term” ac- 
quaintances which ranged from +.19 to +.87. Among Rorschach variables not 
found to be significantly related to impulsivity as judged on either the basis of 
“long-term”’ acquaintance or on the subject’s P-F records were F+° , F°;, I-VIL/ 
VITI-X, new F°(, and total R. He concludes that ‘‘there is serious need for care- 
ful determination of the predictive powers of commonly accepted interpretations.” 
Fonda“ studied the distribution of white space responses in the group Rorschach 
protocols of 150 undergraduates, using the number of ‘‘cannot say’’ responses on the 
Guilford-Martin as a measure of “opposition.”” The correlation between these two 
variables was only +.379, and Fonda concludes that only extremely large space 
scores Warrant interpretation. Diers and Brown? studied the occurrence of Hughes’ 
signs of intracranial pathology in multiple sclerotic patients and non-neurological 
controls representing both above average and below average intellectual levels. 
They conclude that the signs do not differentiate intellectual impairment from orig- 
inally low endowment. In a particularly significant research, Wittenborn and Holz- 
berg“? applied two criteria to the evaluation of a large number of Rorschach var- 
iables. Only one of 59 chi-square tests applied to the relationship between the 
Rorschach scores and the formal psychiatric diagnosis of 199 state hospital patients 
of non-organic etiology gave a statistically significant value. When the same scores 
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were correlated with the standings of the patients on nine empirically isolated symp- 
tom clusters, only three per cent of the correlations reached a value of .20. The 
authors conclude, ‘“The present analyses cannot be taken as any evidence that 
descriptive aspects of the behavior of psychotic patients may be identified by or pre- 
dicted by a use of Rorschach scores. It is suggested that caution if not skepticism 
be employed in attempts to use Rorschach scores as an aid in descriptive diagnosis.”’ 
Finally, Abramson“? adds another study to those which have demonstrated the sus- 
ceptibility of the Rorschach to particular test-taking attitudes. 

On the positive side, mention may be made of the finding by Smith and 
George“) of a high positive but non-linear relationship between the F°; of the 
Rorschach and experimental stress (eta = .869). In view of the curvilinearity of the 
relationship plus the additional finding of extremely restricted use of F by persons 
over age 29, the interpretation of this variable must be made with great caution. 
Rosen “*) presented a list of 20 items to three different samples of psychology stu- 
dents who were shown the Rorschach cards under conditions of group and individual 
administration and requested to indicate which of the cards was most suggestive of 
each of the items. He felt that his results supported certain of the hypotheses as to 
common symbolic value of specifie cards but concludes that the Rorschach consists 
“of stimuli which have a partial but not a total symbolic communality for sub- 
jects.”” In a somewhat similar study, McReynolds °? compared groups of normals, 
mental defectives, and psychiatric patients for the relative frequency with which 
they accepted or rejected suggested concepts selected from Beck’s lists of good (F +) 
and poor (F-) responses to each card. Five different variables based on the responses 
of the subjects were found to differentiate reliably among the samples. McReynolds 
interprets his results not as a validation of the Rorschach technique as such but 
rather as support for the fundamental assumption that perception is related to 
personality. 

One further Rorschach study was included in category #8 rather than category 
# 1 because of its specific attention to a prediction problem °*. In this study, analy- 
sis was made of 99 signs occurring in the protocols of 109 out-patients as related to 
their tendency to persist in therapy beyond five interviews. Neither the results of 
clinical judgments based on the over-all records nor the results of statistical analysis 
of the individual signs supported the hypothesis that continuation in therapy was 
predictable from the Rorschach. 

Studies by Fosberg“*); Wallen“; Guertin’); Lubin and Malloy®®; and 
Szollosi, Lamphiear, and Best“ all conclude that basic assumptions underlying 
the Szondi technique, e.g., relative stimulus equivalence of photographs of patients 
with the same diagnosis as contrasted with photos representing different diagnoses, 
are not valid. With the addition of these well conceived studies to previous re- 
searches which have failed to support fundamental aspects of Szondi rationale, it 
seems a little unfortunate that research energies are being spent on establishing its 
reliability ®’ and correlation with intelligence“. The approach of David and 
Rabinowitz’, which ignores orthodox analysis and compares frequency of change 
in photograph selection in normal and patient groups, suggests a reasonable, empiri- 
cal approach to validation of the Szondi. Their Szondi Instability Score (SIS) differ- 
entiated reliably between student nurses and hospitalized paranoid schizophrenics 
on a group basis, but no evidence was presented as to its effectiveness in individual 
prediction. One must also question the clinical utility of a measure dependent on 
six administrations of the instrument! : 

In the category of normative personality studies( *2), particular mention is 
warranted by a paper by Roe) which is an additional report on her intensive study 
of research scientists in the biological, physical, and social fields. In this report, data 
are given as to the effects of age on various test performances and intercorrelations 
among verbal, spatial, and mathematical functions and certain projective variables. 
Miller's °*) investigation of the adjustment of various types of psychiatric patients 
to an experimental situation involving threat of failure warrants mention for the 
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simplicity and ingenuity of the design, the careful selection of patients on the basis 
of both psychiatric and psychometric diagnosis, and the interesting differentiation of 
the groups in terms of patterns of meeting failure through adjustment of aspiration 
level. In view of the ubiquity of the undergraduate student as a subject in investiga- 
tions, particularly those concerned with personality, Rosen’s °*) extensive analysis 
of differences between volunteers and non-volunteers for psychological studies merits 
attention. Birren and Botwinick °? analyzed the relationship between chronological 
age and speed of writing and developed a reliable and simple measure of the latter 
function which appears promising as an additional diagnostic aid in the appraisal 
of senility. 

In category *3, normative studies of intelligence, two excellent papers appear 
on intelligence in epilepsy. Winfield“) used General Classification test scores ob- 
tained prior to the history of seizures in World War II veterans in order to appraise 
relative change in intelligence as related to cryptogenic versus symptomatic epilepsy ; 
he concluded that in the absence of demonstrable brain damage the occurrence of 
seizures is not accompanied by intellectual deficit. Collins’ provides a much needed 
and carefully reported analysis of the intelligence test performance of privately 
treated epileptics, demonstrating that ‘‘mental defect or low intelligence is not 
necessarily a concomitant or a resultant of epilepsy.” 

Among the papers in category #4 validity of structured personality tests, 
those of Gordon“® and Elias“® reflect a trend to sophisticated rationale and re- 
fined construction of questionnaires. Gordon experimentally compares the “‘forced- 
choice’ and ‘‘questionnaire’”’ techniques and presents data indicating greater val- 
idity of the former. Elias compared the performance of ‘‘secure’’ and “‘insecure”’ 
college students to health inventory items of more and less structure and demon- 
strated the “projective” quality of the less structured items which yielded better 


differentiation of the two groups. Of interest in view of the increasing attention to 
gerontology is Havighurst’s“*) validation study of the Chicago Attitude Inventory, 


an instrument devised for use with older people. 

The studies falling in the first four categories of table 1 constitute approx- 

imately 50°; of the total included in this survey. Three of the four categories ( # 1, 2, 
and 4) indicate the concentration of research interest on the development and appli- 
‘ation of techniques for assessing personality although these categories obviously 
do not include all of the investigations in which personality variables are an im- 
portant consideration. Closely related researches are included in categories * 6, 8, 
11, and 13. 

In a review of this nature, space limitations necessarily restrict the number of 
studies individually reported. In addition to sketching the major emphases and 
trends revealed in the content of the published researches, the reviewer must content 
himself with mention of those papers which appear in his opinion to be particularly 
effective contributions to persistent and difficult problems. In this sense, attention 
is called to the paper of Fiedler on quantification of counter-transference attitudes “?, 
and his further comparison of the techniques of experts and non-experts in psycho- 
analytic, non-directive, and Adlerian therapy “!?. 

Perhaps the most significant of all the research included in this survey is that 
reported in a series of related papers by Wittenborn and his associates“: **. “), The 
original announcement of this major project appeared in 1950°®. In brief, Witten- 
born describes the development of an objective, quantitative system for multiple 
psychiatric diagnosis which starts with careful observation and standardized recording 
of relatively discrete behaviors manifested by a heterogeneous and large sample of 
mental patients and proceeds to the statistical synthesis of the patterns in which 
these behaviors cohere. The ‘‘diagnosis’’ of an individual then is expressed in terms 
of the similarity of his behavioral constellation to that of one or more of the limited 
number of patterns found in the general sample. Specifically, Wittenborn and his 
co-workers factor analyzed a matrix of intercorrelations of over fifty behavioral rat- 
ings produced by psychiatrists and nurses who observed large samples of hospital 





260 WILLIAM SCHOFIELD 


patients. The seven factors derived from this matrix proved to be stable from 
sample to sample of patients and raters and to be remarkably similar, as symptom 
clusters, to well known and commonly used syndromes of current psychiatric noso- 
logy. It is most intriguing to observe the similarity of the symptom clusters which 
have been isolated (e.g., ‘‘phobic-compulsive’’) to the clinical scales of the MMPI 
which were constructed on the assumption of validity of psychiatric diagnosis! 
Wittenborn’s suggestion that an individual’s score on the various clusters might be 
expressed in profile form makes the similarity even more striking. 

In view of Wittenborn’s work the burden of proof now would seem to rest clearly 
with those psychologists and psychiatrists who have a nihilistic approach to diagnosis 
based on rejection of our present syndromes as archaic, suffering unduly from the 
sampling limitations and fallibility of clinical observation, and inappropriate to 
mid-century personalities. Confirmation of the acuity of those clinicians chiefly 
responsible for our present nosology is particularly evidenced in the uncovering of 
distinct symptom clusters for paranoid condition and paranoid schizophrenia in 
the factor analysis. 

To those skeptics and cynics who may be prone to discount the practical po- 
tential of Wittenborn’s diagnostic system because of the sweat involved in making 
fifty-odd ratings for each patient one can only suggest that the presently highly 
inexact if not confused state of psychiatry stems chiefly from its contentment with 
procedures the chief merits of which are economy of time and effort. To those work- 
ers sincerely motivated to develop a scientific descriptive psychiatry which will 
prove adequate for the study of etiologic, prognostic, and therapeutic factors, the 
work of Wittenborn and his associates points the way. They have already provided 
examples of the meaningful research which can be related to objective, quantitative 
grouping of patients“, *, 4% 


REFERENCES 


Apramson, L. 8. The influence of set for area on the Rorschach test results. J. consult. Psychol., 
1951, 15, 337-342. 
on 


Birren, J. E. and Borwrinick, J. The relation of writing speed to age and the senile psychoses. 
J. consult. Psychol., 1951, 15, 243-249. 

Buker, 8. L. and Witiiams, Meyer. Color as a determinant of responsiveness to Rorschach 
cards in schizophrenia, J. consult. Psychol., 1951, 15, 196-202. 

Canty, R. F. The role of intelligence in changes within the Szondi test profiles. J. clin. Psychol., 
1951, 7, 379-381. 

CoLr, Davin. The reliability of a single Szondi profile. J. clin. Psychol., 1951, 7, 383-384. 
Couns, A. Lovutse. Epileptic intelligence. J. consult. Psychol., 1951, 15, 393-399. 

Davin, H. P. and Rasinowirz, W. The development of a Szondi instability score. J. consult. 
Ps ich ol ss 1951, 15, 334-336. 

Diers, W. C. and Brown, C. C. Rorschach “organic signs’? and intelligence level. J. consult. 
Psychol., 1951, 15, 343-345. 

kicuier, R. M. Experimental stress and alleged Rorschach indices of anxiety. J. abn. soc. 
Psychol., 1951, 46, 344-355 

Ieuras, G. Self-evaluating questionnaires as projective measures of personality. J. consult. 
I's Ti hol , 951, 15, 496-500. 

Firpier, F. Ek. Factor analyses of psychoanalytic, nondirective, and Adlerian therapeutic re- 
lationships. J. consult. Psychol., 1951, 15, 32-38. 

Fiepter, F. Ek. A method of objective quantification of certain countertransferance attitudes. 
J. clin. Ps ichol., 1951, 7 101-107. 

konpa, C. P. The nature and meaning of the Rorschach white space response. J. abn. soc. 
Psychol., 1951, 46, 367-377. 

Fospera, I. A. Four experiments with the Szondi test. J. consult. Psychol., 1951, 15, 39-44. 
Garpner, R. W. Impulsivity as indicated by Rorschach test factors. J. consult. Psychol., 1951, 
15, 464-468. 

Gorvon, L. V. Validities of the forced-choice and questionnaire methods of personality measure- 
ment. J. appl. Psychol., 1951, 35, 407-412. 

Guertin, W. H. A factor analysis of some Szondi pictures, J. clin. Psychol., 1951, 7 Db. 
Havicuurst, R. J. Validity of the Chicago Attitude Inventory as a measure of personal adjust- 
ment in old age. J. abn. soc. Psychol., 1951, 46, 24-29. 

HuGues, H., Ersrer, L. J., and Jost, H. The relationship between certain measurable funetions 
of autonomic nervous system activity and color responses on the Rorschach test. J. clin. Psychol., 
1951, 7, 244-249. ‘ 





RESEARCH IN CLINICAL PSYCHOLOGY: 1951 261 


Lupin, A. and Matioy, M. An empirical test of some assumptions underlying the Szondi test- 
J. abn. soc. Psychol., 1951, 46, 480-484. 

McReEyno ps, P. Pe reeption of oe concepts as related to personality deviations. J. 
abn. soc. Psychol., 1951, 46, 131-14 

Meyer, B. T. An investigation 7 color shock in the Rorschach test. J. clin. Psychol., 1951, 
7, 367-370. 

Miter, D. R. Responses of psychiatric patients to threat of failure. J. abn. soc. Psychol., 1951, 
46, 378-387 

PERLMAN, JANET A. Color and the validity of the Rorschach 8-9-10 per cent. J. consult. Psychol., 
1951, 15, 122-126. 

Roe, ANNE. Pi mpren ag > tests of research scientists. J. consult. Psychol., 1951, 15, 492495. 
Roce rs, L. S., Knauss, JoaNNE, and Hammonp, K. R. Predicting continuation in therapy by 
means of the Rorschach test. J. consult. Psychol., 1951, 15, 368-371. 

a, i. Symbolic meanings in the Rorschach cards: A statistical study. J. clin. Psychol., 
1951, 7, 239-: 244. 

Rossy, ’E. Differences between volunteers and non-volunteers for psychological studies. J. 
appl. Psychol., 1951, 35, 185-193. 

SCHOFIELD, W. Research trends in clinical psychology. J. clin. Psychol., 1950, 6, 148-152. 
ScHoFIELD, W. Research in clinical psychology: 1949. J. clin. Psychol., 1950, 6, 234-237. 
ScHoFIELD, W. Research in clinical psychology: 1950. J. clin. Psychol., 1951, 7, 215-221. 
Situ, 8. and GrorGeE, C. E. Rorschach factors related to expe rimental ‘stress. J. consult. 
Psychol., 1951, 15, 190-195. 

SzoLLost, E., LAMPHIEAR, D. E., and Best, H. L. The stimulus values of the Szondi pictures. 
J. consult. Psychol., 1951, 15, 419-424. 

WALL r nN, R. Fae tors affecting the choice of certain Szondi test pictures. J. consult. Psychol, 
1951, 15, 210-215. 

WINFIELD, D. L. Intellectual performance of cryptogenic epileptics, symptomatic epileptics, 
and posttraumatic encephalopaths. J. abn. soc. Psychol., 1951, 46, 336-343. 

WirrENsBorN, J. R. A new procedure for evaluating mental hospital patients. J. consult. Psychol. 
1950, 14, 500-: 501. 

WIrrENBORN, J. R. Symptom patterns in a group of ment al hospital patients. J. consult. Psy- 
chol., 1951, 15, 290-302. 

WIrrENBORN, J. R. and Houzpera, J. D. The generality of psychiatric syndromes. J. consult. 
Psychol., 1951, 15, 372-380. 

Wirrensorn, J. R. and Houzsera, J. D. The Rorschach and descriptive diagnosis. J. consult. 
Psychol., 1951, 15, 460-463. 

Wirrenporn, J. R. and Lesser, G. 8. Biographical factors and psychiatric symptoms. J. clin. 
Psychol., 1951, 7, 317-322. 

WirrensornN, J. R., MANDLER, G., and W: ig sE, I. K. Symptom patterns in youthful 
mental hospital patients. J. clin. Psychol., 1951, 323-327. 

Wirrensporn, J. R. and Merrier, F. A. Practical correlates of psychiatric symptoms. J. 
consult Psychol., 1951, 15, 505-510. 

Wirrensorn, J. R. and Merrier, F. A. Some psychological changes following psychosurgery. 
J. abn. soc. Psychol., 1951, 46, 548-556. 





THE DIFFERENCE IN GOAL STRIVING BEHAVIOR BETWEEN PEPTIC 
ULCER AND ULCERATIVE COLITIS PATIENTS AS EVALUATED BY 
PSYCHOLOGICAL TECHNIQUES* 

IRVING HECHT 


Veterans Administration sane 
Bronz, N. 


PROBLEM 


Numerous investigations have emphasized the important causal relationship 
of emotional factors in the group of illnesses called peptic ulcer and ulcerative 
colitis. One important aspect which apparently differentiates between the peptic 
ulcer and the ulcerative colitis patient is the manner with which each reacts in goal 
striving situations. The literature has emphasized this difference by describing the 
ulcer patient as ambitious, hard-driving, and manifesting independence, self-suffic- 
iency, and perfectionism.“ ?) Alexander“? states that “in overt behavior many 
peptic ulcer patients show an exaggerated aggressive, ambitious, independent atti- 
tude.”’ Sullivan and Nickell“) have described the ulcer patient as “the driving, 
active individual frequently seen as the go-getter, who will not admit defeat and 
who is continually striving to excel in his environment.” 

In contrast, the colitis patient tends to be outwardly inactive, giving up readily 
in the face of problems rather than to attack with resolution and construction ©’. 
An emotional factor conspicuous in the precipitation of the disease ©? ‘‘is a frustrated 
ambition to accomplish something which requires the concentrated expenditure of 
energy— inhibition and failure of the effort to give and accomplish.” In general, 
when confronted with a challenging situation, the ulcer patient is active in trying 
to resolve it, while_the colitis patient is more accepting of the fact that it may be too 


difficult for him. The present investigator has clinically observed, during a four year 
period of test administration, this difference in approach as manifested in their 
handling of varied psychological test stimuli. 


SUBJECTS 
Two groups of thirty patients at the Bronx Veterans Administration Hospital 
were selected. One group consisted of thirty cases of peptic ulcer, the other of thirty 
cases diagnosed as ulcerative colitis. Each diagnosis was made by the medical sec- 
tion. The sole criterion for selection was that each subject be dis agnosed and treated 
for either peptic ulcer or ulcerative colitis without secondary illnesses. 


METHOD 


One section of the Purdue Pegboard was used as a level of aspiration test. For 
this investigation, the criterion for the level of aspiration is the level of performance 
in a familiar task which an individual explicitly undertakes to reach, The activity 
involves a simple standardized manipulation of picking up one metal pin at a time 
from a scooped-out cup located on the upper right hand side of the test board. 
Twenty-five pins are placed in the cup. Only right handed subjects were used. The 
following directions were given to each subject: 

This is a test of manual dexterity. You will pick up one pin at a time from the right hand 
cup and place these pins in the right hand row starting with the top hole. You will be allowed 
to pick up four pins for practice before you begin the test. You will use your right hand. The 
object is to place as many pins in the holes as you can within thirty seconds. You will be 
given four test trials and your total score will be the sum of these trials. I am going to ask 
you how many pins you think you ean place in the first trial. Remember the maximum score 


*Reviewed in the Veterans Administration and published with the approval of the Chief Medical 
Director. The statements and conclusions published by the author are the result of his own study and 
do not necessarily reflect the opinion or policy of the Veterans Administration. 
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that you can make is twenty-five for each trial. Before we start let me explain how you will 
be scored. If you earn more than you bid, you will only get as many points as you estimated. 
Thus, if you judge, let us say twenty, and you make twenty-five, you will just get twenty. 
On the other hand, if you score less than you estimate, you will lose two points for each point 
by which you miss. For example, if you say twenty-five and you make twenty, your final 
score will be ten. You can see that once your bid is made it is always to your advantage to 
score as high as possible. 
Each subject was then allowed to select four pins one at a time to place in the holes 
in order that he familiarize himself with the task. At the end of the first trial the 
examiner states ‘‘Now I am going to ask you how many pins you think you can place 
on the second trial”. This was repeated for the third and fourth trials. Every sub- 
ject was allowed four trials. Each of these consisted of two parts: an estimation im- 
mediately followed by an actual trial. The subject was able to observe the exam- 
iner’s score sheet, and if so desired compare his previous results. 

Comparisons for each subject between initial estimation and first actual trial; 
first actual trial and second estimation; second actual trial and third estimation, 
and third actual trial and fourth estimation were made. An increase from a trial to 
a subsequent estimation was given a plus(+). Where no increase occurred, or a de- 
crease was present, it was assigned a minus(~). A frequency table was then set up 
for each group to determine the number of plus and minus occurrences for the first, 
second, third, and fourth estimations. The chi-square test of significance was ap- 
plied to the data to determine any significant trends that may exist between the 
two groups. 

The spontaneous verbalizations which accompanied the estimations of in- 
dividual subjects were written on individual cards which were numbered. No nota- 
tion was made on the card to denote whether the expressed statement was that of a 
peptic ulcer or ulcerative colitis patient. The cards were then presented to ten psy- 
chologists and to ten psychiatrists for the purpose of rating each statement as to its 
assertive or passive quality. 


Each one of the raters was familiarized with the test by being shown the test 
board, and by having the test directions read to him. Each was then given the follow- 
ing directions to read: 


The statements on these cards are the spontaneous verbalizations of different individuals 
which accompanied their estimation of anticipated goal achievement as compared to actual 
performance on an identical task. Place each statement in the category—assertive or passive 

which you feel best describes the individual’s attitude toward goal achievement. Place 
number of the card in the category selected. 


RESULTS 
Table 1 presents the frequency of plus and minus occurrences between the two 


subject groups for the first, second, third, and fourth estimations made on the level 
of aspiration test. One may infer from the chi-squares that the frequency of plus 


TABLE 1. X? APPLIED TO FREQUENCY OF PLUS AND Minus OccURRENCES BETWEEN THE Peptic ULCER 
AND ULCERATIVE Co.Litis GROUPs. 








Ulcerative 
Source Peptic Uleer Colitis df x Confidence Level 


First Estimation 
First Trial 
First Trial 
Second Estimation 
Second Trial 
Third Estimation 
Third Trial 
Fourth Estimation 
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and minus occurrences obtained when each group is asked to make an initial estima- 
tion in a goal striving situation is due to chance. However, the direction of goal 
striving—plus or minus—tends to differ significantly between the two groups when 
each is able to employ as a frame of reference actual trial results, thus, the significant 
chi-squares for the second, third, and fourth estimations. 


The following is a comparative listing of the obtained spontaneous verbaliza- 
tions. 


Peptic Ulcer 
Make it 15 still; I’m going to try to make it 
20. See if I can put a top score on it. 


(Previous estimation 20. Previous actual trial 
18.) Now I’m wondering. I'll do twenty. 


(Previous estimation, 14). Try about six- 
teen. 


I ought to be able to make fifteen. I’m not 
going to stop until I make it. 

(Previous estimation, 12. Previous actual 
trial 13). Say thirteen again. 

I'll go for twenty. I'll still take a chance. 
Are you sure you're counting the right time? 


I'll still fight for 17; let me try it. 


Sixteen or seventeen, say seventeen. Try 
same thing, I think I will do it. The same 
thing I'll do it this time. 

I can’t help it if I take two. I'm not going 


Ulcerative Colitis 
I don’t think anybody said anything about 
taking it singly. The holes are not in line. 


I had a big imagination. I'll lower it to 
make sure. Better not take any chances. 


Is that alright, sir? Is that fair? I cheat 
myself. 


I bid too high, didn’t I? I guess the best 
thing is to bid low. I don’t see doing any 
more, or speeding up. 


I'll probably end up minus. I better drop 
down. 


Can I give the same estimation? Might as 
well stick to the same number, or should I 
get better? I'll stick to the same. 


It’s just as well that I didn’t try more. 


I don’t think I can do more. Try, maybe I 
can do it. I never make an estimate on any- 
thing. I don’t know how to make an esti- 
mate on this. 


I'll not do much more on second estimation. 
No more than fifteen. I don’t want to get 
boisterous. 

I guess this is about all I can do. 


to drop it and lose time. 
I should be able to repeat my performance. 


(Previous estimation was seventeen). I should 
make about eighteen. 


(Bangs hand on table when realizes he did less 
than estimation). Ull try it again. I'll have 
to stick with it. 


The group of psychologists and psychiatrists who acted as raters agreed on the 
placement of twelve of the thirteen spontaneous verbalizations of the peptic ulcer 
patients in the assertive category and on the placement of nine of the ten given by 
the ulcerative colitis patients in the passive category. On only two (No. I, 11) of 
the twenty-three statements did the raters as a group agree in evaluating the spon- 
taneous remark of an ulcer patient as passive and that of an ulcerative colitis patient 
as aggressive. Thus the assigned ratings given to twenty-one of the twenty-three 
spontaneous verbalizations by the total rater group are consistent with the assertive 
goal striving of the peptic ulcer patient and with the passive goal striving of the 
ulcerative colitis patient. On only four of the items 1, 7, 11 and 22 was there a differ- 
ence in evaluation between the two rater groups. An example of this was item 1 
which eight of the ten psychologists rated as assertive while five of the ten psychia- 
trists rated it as assertive. In another case nine of the psychologists rated item 11 as 
passive while seven of the psychiatrists rated it as assertive. Since the groups of 
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raters differed on only four of the twenty-three items, one may infer that the total 
rater group has a high internal consistency in the direction of its evaluation. 

The obtained significant X? = 9.43; P is .01 suggests that the agreement of the 
rating group as to the assertive-passive qualities of the spontaneous verbalizations 
was due not to chance but rather to the significant qualitative differences of the 
statements. 

DIscUSsSsION 

In the framework of the level of aspiration test which presents in miniature a 
sampling of goal behavior, the objective results in terms of estimations based upon 
actual accomplishments reveal a significant group difference. The peptic ulcer 
group, which has been described as ambitious, hard-driving, assertive, displays this 
in its estimations, tending to maintain a high goal level in spite of the realities of its 
actual performance. In contrast the ulcerative colitis group, which has been des- 
cribed as inactive and lacking in the effort to give and accomplish, displays these 
behaviorial qualities in its estimations. This group, in spite of the realities of its 
actual performance, lacks the necessary self-assurance and drive with the result 
that its goal level tends to remain below what it can actually accomplish. 

However, both groups manifest no significant difference in trend when asked to 
make an initial estimation in situations where an actual trial result cannot be em- 
ployed as a frame of reference. One may conjecture that the competitive realities of 
goal behavior, and thus real life situations, need to be present in order to bring forth 
the group difference in the direction of goal behavior. 

The subjective experience which accompanies all goal behavior is vividly mani- 
fested in the spontaneous verbalizations that are given. The consistent and close 
relationship between the manifested assertive or passive goal behavior, and the 
expressed feeling of drive or of giving up, is evidenced by the high percent of rater 
agreement. One may infer that attitude significantly affects the level of energy 
utilized in goal directed behavior. 


SUMMARY 

1. Thirty patients with a diagnosis of peptic ulcer, and thirty patients with a 
diagnosis of ulcerative colitis were given a level of aspiration test. 

2. The results demonstrate that psychological techniques objectively sub- 
stantiate the clinically observed differences between these two groups. 

3. The results suggest that the competitiveness of real life situations induces 
the difference in observed behavior, which difference may be reduced or eliminated 
with lesser emphasis upon competitiveness. 

4. The spontaneous verbalizations of the subjects which accompanied their 
estimations imply the significant influence that attitude has upon the direction of 
goal behavior. 
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A PSYCHOLOGICAL STUDY OF PEPTIC ULCER PATIENTS* 
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INTRODUCTION 


It is a generally accepted hypothesis that psychological factors form an ex- 
ceedingly important component of the peptic ulcer syndrome. Although the prob- 
lem of the development of the ulcer is complex, involving in all probability heredi- 
tary or other physiological predisposition to gastric dysfunction, clinical experience 
has repeatedly indicated that psychotherapy adjunctive to more specific medical 
therapy is an asset in treating the disorder. A number of investigators have postu- 
lated characteristic personality problems peculiar to the ulcer group. Alexander“ in 
a description of the “ulcer personality” from the psychoanalytic point of view pro- 
posed that the individual who develops a peptic ulcer is an orally-fixated person 
who cannot accept oral-passivity and his dependency needs, and as a consequence 
develops a reaction-formation in the form of an active, driving, compensating per- 
sonality. In a later publication®?, he describes a second ‘ulcer personality”? con- 
stellation, in which the individuals are ‘‘overly dependent, demanding, and dis- 
gruntled,”’ and where the gastric hypersecretion is due to “prolonged frustration of 
oral receptive longings” and “repression of these wishes.’’ Regardless of the accept- 
ance or non-acceptance of this psychoanalytic formulation, and with full considera- 
tion of the complexity of the ulcer syndrome, one must postulate on the basis of 
present evidence that psychological variables are important in the overall sympto- 
matology of gastric hypersecretion and ulcer formation. The present study is based 
on the assumption that if psychological variables differentiate the ulcer group from 
other psychosomatic groups, these variables should show up on psychological tests. 
The first problem was to discover by objective procedures personality variables 
which would differentiate the ulcer patient from those suffering other ‘‘psycho- 
somatic’’ disorder. The second problem was to secure objective data to test the clin- 
ical hypothesis that some ulcer patients appear constricted, anxious, driving and 
defensive in their personality organization, while others appear outgoing, demand- 
ing, and petulant. 

MeETHOD 

Subjects were 16 males with active peptic ulcer ranging in age from 25 to 56 
and in education from sixth grade to college graduation. Tests administered were 
the Otis SA Test of Mental Ability, the Rorschach test, selected cards from the 
TAT, Goodenough Draw-A-Person test, the Guilford-Martin GAMIN test, and as 
described in another paper, the Blacky Pictures“. 

In order to compare the ulcer group with another neurotic group without gastric 
complaints, a control group was selected on the basis of the presence of some psycho- 
somatic complaint other than gastric and was matched with the ulcer group on the 
basis of intelligence, educational and occupational level, marital status, and absence 
of psychosis. It was possible to match 13 of the 16 male subjects on these criteria. 
The two groups were compared on the Rorschach test. Analysis of test data was 
done “blind,” i.e., with the examiner possessing only the usual face sheet data con- 
cerning the patients (age, occupation, number in family, etc.). 

RESULTS 

Because of the limited number of cases and the wide range of educational status 
and intelligence, results cannot be considered as statistically verified. However, 
some trends appear so consistently that certain hypotheses concerning the group 
receive strong support. 


*Part of the expenses of this study were met by a grant from the U.S. Public Health Service 
given to Dr. Louis Schwartz. 
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General Clinical Impressions. Briefly, clinical impression of the ulcer group is that 
they show strong regressive trends and oral fixations. Over half the group showed 
depressive trends of an obvious nature, and all show at least latent depressive trends 
in their personality organization. Almost without exception there are strong signs 
of severe sexual maladjustment. In spite of these common trends, however, the 
group did not appear homogeneous in general personality organization. Some 
seemed constricted, anxious and defensive, others more outgoing and aggressive. 
Reference to these differences will be made later. 

Comparison of Control and Ulcer Group on Rorschach Test. The control group, as 
stated above, was a neurotic group with psychosomatic symptoms other than gas- 
tric. Comparison of the two groups was made on the various Rorschach categories, 
and the Rorschach records of both groups were scored for the presence of Wheeler’s 
homosexual signs. In the light of personality theory both groups might be expected 
to show sexual maladjustment, but it was postulated that the nature of the malad- 
justment would show qualitative differences. 

Analysis of Rorschach categories showed few marked differences in the ulcer and 
control groups. The only category which approached statistical significance was the 
greater number of FM (animal movement) responses in the ulcer group. Both 
groups showed FM (animal movement) responses in excess of M (human move- 
merit) responses. The difference in the ulcer group was M:FM = 30:62, while in 
the control group the difference was only M:FM = 39:42. Since FM is character- 
istic of children’s Rorschach records, its presence in adult records, especially when 
it exceeds M responses, is usually interpreted as a regressive sign. In this study both 
the ulcer group and the “neurotic” control group show this regressive sign. The 
ulcer group shows much more marked regression. 

Comparison of the ulcer group with the control group on the number and type 
of Wheeler’s homosexual signs on the Rorschach does show rather marked differ- 
ences between the two groups. Table 1 makes this comparison. Wheeler’s study “® 
indicates that the presence of three or more of the above signs in one individual is 
significant of homosexual trends. In the control group only six of the thirteen cases 
showed three signs or more; in the ulcer group eleven of the thirteen showed three or 
more. Analysis of the above table shows the following differences between the two 
groups: (1) the ulcer group shows a far greater number of Wheeler signs than the 
control; (2) this difference is accounted for by differences in three categories: oral 
details, difficulty in interpersonal relations, and derogatory attitude toward women; 
(3) in the ulcer group, number of “‘signs’’ attains its highest frequency in the “oral 
detail” category; and (4) both groups show a high number of genital references. 
These results suggest that, although sexual problems are prominent in both the con- 
trol and ulcer groups, the basis of the maladjustment is probably different for the 
two groups. Both groups, by virtue of the high number of ‘‘genital detail” references 
show a preoccupation with sexual problems or possibly a lack of satisfaction in the 
sexual area. The maladjustment of the control group does not seem to center in any 
specific area. That of the ulcer group, on the other hand, appears to have its origin 
in a passive-dependent personality structure based on strong oral fixations. 

The question might be raised as to whether the high frequency of oral refer- 
ences in the ulcer group is not the result of preoccupation with gastric distress, diet, 
ete., rather than representative of oral fixations in general personality structure. We 
believe that the results of the study of this group by means of the Blacky Pictures “? 
support the latter hypothesis, since the test of oral fixation on the Blacky Pictures 
is assumed to be independent of reality preoccupations. 

Comparison of “Primary” and ‘Reactive’ Ulcer Groups. As was mentioned in the 
discussion of clinical impressions of the ulcer patients, the group seemed fairly homo- 
geneous with respect to oral preoccupations and fixations, regressive trends, sexual 
maladjustment, and depressive signs. They seemed, however, to fall into two cate- 
gories with regard to what might be called defensive reactions. Blum’s results on the 
Blacky Pictures“? confirmed this clinical impression and, as he has shown, the ulcer 
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patients can be divided into two groups on the basis of their acceptance or defensive- 
ness concerning their oral problems. By this Blacky criterion, the ulcer patients 
were divided into two groups. We have termed “Primary” the group which tends 
to accept oral trends and passivity, ‘‘Reactive”’ the group which denies and represses 
dependency needs. Six patients fall into each group.“ Table 2 compares the ‘‘Pri- 
mary”’ (accepting) and “Reactive” (defensive) groups with regard to Rorschach and 
GAMIN test results. Only those Rorschach variables are included which show 
possible group differences. 

TABLE 2. COMPARISON OF PRIMARY AND REACTIVE ULceR Groups on GAMIN anv Rorscuacu TEsts 








GUILFORD-MARTIN RORSCHACH 


Uleer G A M I Mean % % Mean Mean 
Groups (Mean C-scores) FM FM F FC . 


CF 
Primary 4. 4.4 3.9 3.2 13.7 53.2 1.5 1.0 
Reactive : 5.2 6.2 6 : 6.3 25.3 38.2 2.8 .67 


Control | 3.2 10.1 54.0 1.2 1.0 





Table 2 shows that the “Reactive” or defensive group rates higher on the. 
GAMIN test in General Activity, Social Ascendance, Masculinity, and Freedom 
from Feelings of Inferiority. In all except the last, the Reactive group rates above 
average, whereas the Primary group rates below average in all these traits. In N 
(freedom from nervous tension) both groups rate low, i. e., all the ulcer patients feel 
“nervous” and “‘irritable.’”’ These results indicate that the Reactive group (those 
who deny or repress their receptive needs) show a high activity drive, social domin- 
ance, and traits that are socially regarded as symbolic of masculinity. This cluster 
of traits corresponds to Alexander’s “‘reaction-formation”’ aimed at disguise of oral- 
receptive needs. The Primary group (those who tend to accept their passivity), on 
the other hand, show lower than average scores in Activity, Social Ascendance, and 
Masculinity. It is interesting to compare the low scores on Masculinity in this 
group with the fact that they tended to accept a feminine identification on the 
Blacky test. 

Is there basis for differentiation into two ulcer groups on the Rorschach test? 
Inspection of the Rorschach results in Table 2 supports an affirmative answer. In 
fact, the differences between the neurotic control group and the ulcer group as a 
whole on the Rorschach test seem to be largely accounted for by the performance 
of the Reactive group alone. The difference in FM (animal movement responses) 
is almost entirely a function of the large amount of FM (almost one-fourth of their 
total responses) shown by the Reactive group. The Primary (non-defensive) group 
shows a Rorschach pattern remarkably similar to that of the neurotic control group. 
A second difference in the Primary and Reactive groups is in the F ©;. This differ- 
ence is largely a function of the higher number of FM responses in the Reactive 
group. The higher FM percentage and the lower F ©; in the Reactive group indicates 
that these defensive, anxious individuals find outlet for their anxieties in fantasy and 
delay of action, but that their fantasies are largely of the futile, immature, wishful- 
thinking variety. A third Rorschach difference between the Primary and Reactive 
groups is in the quality of response to color. Form-color responses (FC) on the Ror- 
schach are usually interpreted as signifying control in emotional response, whereas 
color-form (CF) is indicative of impulsivity of emotional response. The Reactive 
group exceeds the Primary in FC (controlled) responses, the Primary shows more 
CF (impulsive) responses. These differences, even with the small number of cases, 
are significant at the 10 percent level. In other words, the Reactive group is Jess 
free to express emotion immediately and tends to dissipate emotional energy in im- 
mature fantasy; the Primary group reacts more immediately and has a greater tend- 
ency to act out impulses. Table 3 compares the Reactive and Primary groups on 
Wheeler’s homosexual signs. 
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These data show that the Primary and Reactive groups are both high in oral 
fixations as shown by oral, food, and gastric references, both high in the number of 
Wheeler signs indicating sexual maladjustment. The Primary group, however, shows 
less anxiety in the area of interpersonal relationships and is freer to admit sexual 
fears and difficulties. 

Analysis of the Goodenough Draw-a-Person test also reveals qualitative differ- 
ences in the drawings of the two groups. Analyzed according to the Machover © 
criteria, the drawings of the entire ulcer group suggest anxiety, regressive trends, and 
much insecurity. The drawings of the Primary group show more nude figures, take 
up less space on the paper, portray breasts on the female more frequently, are less 
well-drawn, and are drawn with light, sketchy, ill-defined lines. The drawings of the 
Reactive group are firmer and darker, and the figures give a greater appearance of 
stiffness and rigidity. These differences may be interpreted in the light of a reaction- 
formation in the Reactive group; they feel more confident and strive for better ac- 
complishment, yet are unable because of their defenses to delineate sexual aspects 
such as breasts and nudity. 

Analysis of the stories given on the TAT cards lends further support to the 
theory that ulcer patients may be classified into two groups, the Primary and Re- 
active. The limits of this paper permit only a brief statement of some of the major 
differences as revealed in TAT stories. A tabulation was made of (1) positive and 
negative references to the female (mother, wife, other) figures on Cards II, IV, and 
V; (2) positive and negative references to the male (father) figure on Cards II and 
VI; (3) attitudes toward the sex scene on Card XIII; and (4) problems and attitudes 
on Card XX. Differences in the Primary and Reactive groups are shown in Table 4. 

TaBLE 4. CoMPARISON OF PRIMARY AND REACTIVE ULCER Groups ON TAT 











Primary Reactive 


Women 

Card: II, IV, VI 
Positive references . 14 
Negative references 8 


Men “father) 
Card: II, VII 
Postive references 
Negative references 


Ser 
Card: XIII 
1. Identification of female 
rife 
Sweetheart 
Pickup 
Daughter 
Sister 
Unspecified 
2. Feeling expressed 
Violent feelings (shame, guilt, suicide) 
Indifferent feelings 


Problems, Anzxieties 

Card: XX 

1. Problem 
Unspecified, or Card rejected 
Deserted by friends, family, girl 
Breaking law (robbery, prostitute) 
Financial 
Post-sex letdown 

2. Feeling 
Lonely, depressed 


disgusted 
Aggressive 


’ 
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These data suggest the following conclusions. The Reactive group is unable to 
express feelings of hostility toward mother and father figures or toward women, 
whereas the Primary group readily expresses hostility toward these figures. The Re- 
active group tends to be more conventional towards sex and to deny anxieties con- 
cerning sex, whereas the Primary group admits sexual anxiety, possible unconven- 
tional attitudes, and shows immediate and strong emotion or confusion when con- 
fronted with a sexual problem. The Primary group is either strongly hostile and 
aggressive (oral sadistic?) or is freer to express hostility and aggression. There are 
some suggestions that the Reactive group is self-pitying or martyrish. The Primary 
group is probably demanding of succorance, the Reactive group overtly denies the 
need of suecorance. Table 5 summarizes the differences between the two groups. 


TABLE 5. SUMMARY OF DIFFERENCES IN PRIMARY AND REACTIVE ULCER PATIENTS 








Primary Reactive 

Tendency to inertness, disinclination to . Tendency to engage in overt physical 

physical activity action 

Social passiveness . Social leadership 

Femininity in emotional make-up . Masculinity (as measured by overt social 
symbols) 

Impulsivity, little delay of emotional re- . More control of emotional response 

sponse 

Little need for outlet in fantasy 5. Presence of much immature fantasy as 
outlet for anxiety 

Little anxiety in interpersonal relationships . Much anxiety in interpersonal relationships 

Sexual inadequacies and problems promin- . Sexual inadequacies and problems promin- 

ent, and recognized and admitted ent, but denied 

Admission of personal inadequacies, de- . Denial of personal inadequacies and de- 

pendency needs yendency needs 

Express hostility and aggression toward Unable to express hostility and aggression 

parent and wife figures and ia social situa- 

tions 

Demanding of succorance 10. Denial of need for succorance 


Common to Primary and Reactive 
Inferiority feelings (more in Primary group) 
Tendency to be “nervous,” irritated, annoyed, easily distracted 
Marked sexual maladjustment 
Regressive behavior 
Marked oral fixations 











Discussion 

Results of a battery of psychological tests indicate that ulcer patients as a 
group are differentiated from ‘‘non-gastric’”’ neurotic groups by stronger regressive 
trends, by strong oral fixations, and by sexual maladjustments which are secondary 
to the oral-regressive character of their personality structure. Results also suggest 
that there are two rather basic and differentiable types of personality organization 
within the ulcer group. The “Reactive” ulcer patients, as described above, fit Alex- 
ander’s description of the orally-fixated individual who develops as a disguise for his 
oral dependence a reaction-formation in the form of defensive drive, ambition, and 
denial of dependency. The “Primary” ulcer patient shows characteristics similar 
to those described by Alexander in his second type. He seems to accept his passive 
dependence, is demanding of succorance and expresses hostility toward the world 
which denies him his supplies. The ‘Primary’ group presents a more primitive per- 
sonality structure and in a psychoanalytic formulation one might postulate that 
psychosexual development was fixated at or has regressed to earlier pre-genital levels. 
It might also be postulated that the Primary group would become symptom-free if 
abundant dependency relationships could be furnished to them. Therapy with the 
Reactive group would be much more difficult because of their denial of their needs. 

As stated previously, present results do not meet the test of statistical validity. 
Further research with a greater number of ulcer pateints, with more adequate 
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sampling of age, intelligence, and other factors, is needed.* Another group which 
should be studied in order to round out the theory is the group of individuals who 
show regressive symptoms and oral fixations but who do not develop peptic ulcer. 


SUMMARY 


A battery of psychological tests was administered to sixteen male adult patients 
with active peptic ulcer. On the basis of test results, two types of ‘‘uleer person- 
ality” were distinguished, and designated the ‘‘Primary”’ ulcer type and the ‘Re- 
active’ ulcer type. Both groups show in common marked oral fixations, sexual 
maladjustment secondary to strong dependency needs, feelings of inferiority, and 
“nervous” tension. They are clearly differentiated, however, with regard to their 
acceptance or denial of their dependency needs. The Reactive group denies or re- 
presses these needs and fits Alexander’s description of the orally-fixated individual 
who develops a reaction-formation to them. The Primary type, on the other hand, 
appears to accept and recognize these needs and sets about consciously to gratify 
them. 
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PROBLEM AND METHOD 


The Blacky Pictures were administered to 14 adult male members of an ulcer 
research sample as one phase of an extensive psychological work-up.* The technique 
makes use of a modified projective approach to get at the deeper recesses of person- 
ality in a setting geared directly to dynamic interpretation. The pictures themselves 
are tailored to fit psychoanalytic theory. The psychological variables are specifically 
delimited, dealing with psychosexual development, defense mechanisms, object re- 
lationships, and the like. The twelve cartoon drawings portray the adventures of a 
dog named Blacky, and included in the cast of characters are Mama, Papa, and 
Tippy, a sibling figure of unspecified age and sex. 

In the group form, employed in this experiment, subjects are allowed two min- 
utes to write a spontaneous story about each picture, with emphasis on ‘‘imagina- 
tion” and telling as much as possible about “how the characters feel”. At the end 
of each story there is a series of multiple-choice and short-answer questions pertain- 
ing to that particular psychoanalytic dimension. This inquiry procedure provides 
additional data by tapping another layer of personality than the spontaneous story, 
since the highly structured items bring the dynamic material closer to consciousness. 
The way a subject handles and defends against these more easily recognizable stimuli 
thus becomes fruitful source for deriving a well-rounded, integrated assessment of 
dynamics as they operate at various levels of awareness. Upon finishing the Inquiry 
on the last cartoon, another level of response is obtained by having the subject ex- 
press his preferences for each cartoon in terms of like or dislike, and finally the ones 
liked most and least. 

The ulcer records were scored according to a revised system previously worked 
out on the basis of responses by clinic and normal groups. Scores on each dimension 
indicate degree of disturbance (++ = “‘very strong” disturbance, + = ‘‘strong’’ 
disturbance, and 0 = ‘tweak or absent”). Stories, items, preferences, and related 
comments are all converted to this three-point scale, as is the total combined score 
for the dimension. 


RESULTS 


The analysis of the scored records proceeded in an exploratory fashion, with 
comparisons between the ulcer group and groups of paranoid schizophrenics, non- 
paranoid schizophrenics, and normals serving as a source of hypotheses. The first 
comparison, dealing with the dimension of oral eroticism, immediately yielded a 
striking difference. All 11 of the scorable ulcer stories on Cartoon I (one subject 
arrived late, two gave responses too short to score) indicated strong disturbance in 
the area, whereas roughly half of the control groups received strong scores. This 
result, of course, fits the theoretical postulation of an oral-passive predisposition in 
the ulcer syndrome. Looking next at the Inquiry items, we noted that the ulcer 
subjects suddenly divided almost equally into two sub-groups: one half consistently 
picked neutral answers to the items, while the other half chose disturbed alternatives, 
in line with their spontaneous stories. Responses to Items 5 and 6 illustrate this 
point clearly: 


*These 14 cases were part of a group of 20, all of whom were studied independeatly by Dr. Louis 
Schwartz. 
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Item 5. Judging by appearances, how much longer will Blacky want to be 
nursed by Mama before being weaned? 
Sub-Group I Sub-Group IT 
(‘‘Primary’’) (‘“‘Reactive’’) 
He'll want to be on his own 
fairly soon. (Neutral choice) 0 
He’ll want to continue being nursed 
until he’s quite a bit older. 4 
He feels Mama would like to turn 
him loose right now. 2 
Item 6. How will Blacky feel about eating when he grows older? 
a. He will rather eat than do most 
anything else. ; 
b. He will enjoy eating but will like lots of 
other things just as much. (Neutral choice) 
He will never get enough to satisfy 
his appetite. 2 0 


This split suggested the hypothesis that there may be two different ulcer “types’’— 
one which is primarily concerned with direct gratification of strong oral demands, 
and the other which finds its strong oral demands unacceptable and reacts to them 
in a defensive manner. The next step was to examine the content of the stories of 
the two sub-groups.on.Cartoon I. Six of the seven “reactive” subjects wrote stories 
whose dominant theme was evasive. An example is the following: 

“Mama is sleeping in the sun and has told Blacky not to get into 

mischief. He is making sure she’s asleep as he has some puppy 

prank in mind and wants to be sure he won’t be found out by her. 

She is fully relaxed and full of the languor of warm summer days— 

he is all tensed up to bound away and no doubt get into mischief.”’ 


Of the six ‘‘primary” subjects, only two responded in an evasive fashion. A typical 
story is the following: 
“Mamma was fond of her son, Blacky, and he had a strong at- 
tachment to her—an attachment that lasted beyond the normal 
period of nursing. Tippy evidently had been weaned but Blacky 
continued nursing.”’ 


For purposes of comparison, here is a sample of a neutral story (non-ulcer) on Car- 
toon I: 


“Blacky, a male pup of a few weeks, is having his midday lunch. 
Mama is bored with the proceedings but as a mother with her 
maternal instinets is letting Blacky, have his lunch to Blacky’s 
satisfaction.” 


Putting together these different bits of evidence from the oral cartoon made further 
exploration of the hypothesis seem well worth while. One sub-group was giving di- 
rect expression to oral needs both in stories and item choices, whereas the other was 
going to great lengths to evade and deny. The remainder of this paper will deal with 
differences between the two on all of the subsequent Blacky dimensions, with a view 
toward investigating patterns of personality dynamics. 

Table 1 presents in detail the Blacky scores by percentages for the experimental 
and control groups, and in Table 2 these comparisons are summarized for the primary 
and reactive ulcer types. As noted in Table 1, two cautions must be kept in mind 





- 


TWO PATTERNS OF PERSONALITY DYNAMICS 275 


in interpreting the data: (1) the small number of ulcer cases makes even extreme 
group differences only suggestive; and (2) the control group data, based on cases 
from another study, have not been matched with the present ulcer sample. Within 
this context, however, the scores of the two sub-groups show a number of marked 
discrepancies from the control groups as well as from each other. 


TaBLe 1. Comparison or Biacky Scores By PEercentTaGEs For “Primary” AND “REACTIVE” 
Uxcer Groups Versus THREE ControL Grovups* 





| 
| 


Control Groups 
—_————————————_ ——|——_—_——_—““Primary”’ |“‘Reactive” 
Paranoid Non-Paranoid Normals Uleer | Ulcer 
Blacky Variable Schiz. Schiz. Group Group 
(N=30) (N=30) (N=6) | (N=7) 


Oral Eroticism 
(a) Strong on Story ’ 100 ; 100 
(b) Strong on Inquiry | 100 0 


Strong 
Oral Sadism (Total Dimensional 
Score) 


Strong 
Anal Expulsiveness (T. D. 8.) 


| 
| 
| 
} 


Strong 
Anal Retentiveness (T. D. 8.) 
Strong : 
Oedipal Involvement (T. D. 8.) 


Strong 
Masturbation Guilt (T. D. 8.) 


Strong : 
Castration Anxiety (T. D. 8S.) 


Mother considered a decisive figure | 
by pt. (Items 1 and 2 on VIT) 


Father considered a decisive figure | 
by pt. (Items 1 and 2 on VII) 


Patient has conscious desire to iden- | 
tify with father (Items 3 and 4 
on VII) 


Strong 
Sibling Rivalry (T. D. 8.) 


Strong 
Guilt Feelings (T. D. 8.) 


Lack of Positive 
Ego Ideal (T. D. 8.) 


Strong Narcissistic 
Object-Choice (T. D. 8.) 


Strong Anaclitic 
Object-Choice (T. D. 8.) 50 47 40 50 | 0 





*Two cautions must,be kept in mind in the interpretation of this table: 1. The small number of 
ulcer cases makes even extreme group differences only suggestive; 2. The control group data, based 
on cases from another study (1), have not been matched with the present ulcer sample. 
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TasLe 2. Summary oF Biacky TRENDS CHARACTERIZING “PRIMARY” AND “REACTIVE” ULCER 
Groups 


“Primary” Ulcer “Reactive” Uleer 
Blacky Variable Pattern Pattern 


Oral Eroticism High High 
Oral Sadism Average Average 
Anal Expulsiveness Average Average 
Anal Retentiveness Low Average 
Oedipal Intensity Low High 
Masturbation Guilt Average Average 
Castration Anxiety Low Average 
Mother considered a decisive figure by pt. High Low 
Father considered a decisive figure by pt. Average Average 
Pt. has conscious desire to identify with father Low Average 
Sibling Rivalry Average Average 
Guilt Feelings Average High 
Lack of Positive Ego Ideal Average Average 
Narcissistic Object-Choice Low High 
Anaclitie Object-Choice Average Low 





Inspecting each dimension in turn, we see that the two ulcer groups differ neg- 
ligibly in strength of oral sadism. In the anal area, the primary type shows an under- 
emphasis on retentive tendencies. The following stories are illustrative: 

Primary (0 on Retentiveness; + on Expulsiveness). ‘Instead of relieving 

himself near his own house, Blacky does so near Mama’s house—either be- 

cause of attachment or resentment because he has not gotten enough at- 
tention.” 

Reactive (+ on Retentiveness; + on Expulsiveness). ‘Blacky has just 

concluded a most natural and gratifying process. He is now engaged in 

an instinctive act of covering his stool. He feels better.” 


On the dimension of Oedipal Intensity, the primary group scores lower and the 
reactive group higher than all three controls. These two stories demonstrate the 
difference: 

Primary (0). “Blacky feels dejected and sad because he is ignored. Mama 

and Papa are interested in each other and not paying any attention to 

him.” 

Reactive (+). “Blacky is jealous of the affection between his parents. He 

feels it means a loss of affection for him. He is skulking behind a bush to 

see them, so that they will not note his interest and jealousy. His pride is 

so hurt that he doesn’t want them to know that he attaches any personal 

significance to their love-making.”’ 


Responses to Cartoon V indicate that both groups possess an average amount of 
masturbation guilt compared to the controls. Cartoon VI, however, shows fewer 
members of the primary group having strong castration anxiety. Here are two ex- 
amples of their stories on VI: 


Primary (0). ““Blacky sees Tippy having her tail about to be cut off and is 
wondering what it’s all about, or what, if anything, he could do.” 

Reactive (+). “Blacky is very puzzled and worried and wonders what the 
knife will do to Tippy’s tail. He wonders if he would want the same thing 
done to him, but is enough afraid of the results to decide that he doesn’t 
want it done. I think one of the things that worries him is the blindfold, 
as he is afraid of having anything done he can’t see.” 
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Cartoon VII, dealing with the identification process, is analyzed most mean- 
ingfully in terms of responses to Item 1 (‘‘who talks like that to Blacky—Mama or 
Papa or Tippy?’’) and 2 (‘‘whom is Blacky most likely to obey—Mama or Papa or 
Tippy?”’) to give an indication of how the subject views the strength or decisiveness 
of each parental figure; and Items 3 (‘“‘whom is Blacky imitating here—Mama or 
Papa or Tippy?’ ) and 4 (‘‘whom would Blacky rather pattern himself after—-Mama 
or Papa or Tippy?’’) to provide information concerning which parent is the con- 
sciously-desired identification object. Table 2 shows up differences in both sets of 
items. The primary ulcer group attributes greater strength and power to Mama, 
whereas the reactive group plays down the significance of Mama’s role in the family. 
Also, the primary group has a lower-than-average conscious desire to identify with 
the father. 

The dimension of sibling rivalry (Cartoon VIII) shows no marked discrepancies, 
though the scores of both ulcer groups, especially the primary, are slightly stronger. 
On IX the reactive group stands out for its omnipresent guilt feelings. Sample stories 
are the following: 

Primary (0). “Blacky feels jealous toward Tippy and thinks Tippy is 

showing off and trying to put a halo on.”’ 

Reactive (+). ‘“Blacky is very scared because he feels he has done some- 

thing wrong. Mama and Papa have taught him that God will punish him 

for doing wrong deeds.”’ 


Cartoon X shows both groups to be roughly average, with a slight tendency 
for the primary to lack positive, masculine ego ideals. Love-object choice is portray- 
ed on XI, with the responses indicating widespread narcissistic choice among the 
reactive and very little among the primary group. Similarly there is absence of an- 
aclitic choice in the reactive type. These are two illustrative stories: 

Primary (O on narcissistic; + on anaclitic). “Blacky is dreaming of 

Mama—.”’ 

Reactive (+ on narcissistic; 0 on anaclitic). “Blacky dreams that he has 

been primped up and is a show dog. Blacky doesn’t like this too well, as 

he would rather be playing in the woods with the birds or out hunting 

with his master.” 


DIscussION 


Discussion of the results of this exploratory study must carry the label of specu- 
lation. Obviously a much larger number of cases has to be analyzed before the data 
can assume real stature. However, we cannot resist the temptation to try to pull 
the various statistical threads together into brief personality sketches of the primary 
and reactive types as currently seen from the Blacky Pictures. 

First, the so-called “primary” type of male ulcer patient. These individuals 
are basically very passive-dependent, with insatiable demands for oral supplies. They 
continually yearn to be fed, literally and figuratively, and are always seeking a nur- 
turant mother. Their needs are so strongly focused on these early pregenital conflicts 
that they do not become preoccupied with later psychosexual complications revolv- 
ing about anal retentiveness, oedipal feelings, and castration anxiety. In short, they 
are orally fixated. The important figure in their lives is Mama, who is viewed as a 
powerful, probably reluctant donor of supplies. Papa plays an insignificant role. 
There is relatively little conscious desire to identify with the father and also no 
strong, masculine ego ideal figure. Object choices are made primarily in terms of 
whether the other person will be sufficiently supportive to allow the expression of 
dependency needs. Consequently, love-objects in the guise of mother are typically 
sought. 

The “reactive” individuals, on the other hand, cannot accept their deep-seated 
passive tendencies. Behavior which gives expression to their dependent yearnings 
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cannot be allowed. Oral demands are repressed or suppressed at great cost. Author- 
ity figures present a special problem to these people. Competitive desires stem from 
intense, unresolved oedipal feelings. The father is viewed as a powerful and threat- 
ening person with whom the patient, consciously at least, would like to identify, 
while Mama’s importance is minimized. Success thus becomes something to be con- 
tinually strived for, but never really attained. A strong, pervasive sense of guilt 
further complicates the picture. Relationships to others occur in a highly narcissistic 
framework, so that no real capacity for object love exists. Feelings of pride are readi- 
ly engendered, but sharp blows to self-esteem are inevitable accompaniments of an 
ever-impending breakthrough of receptive impulses as well as frustration of the 
driving, reactive aspects of their personality make-up. This group approximates 
what has come to be the popular theory of ulcer dynamics. 


SUMMARY 


The Blacky Pictures, a modified projective technique oriented toward psycho- 
analytic theory, were administered to 14 male peptic ulcer patients. Exploration of 
the scored responses, in conjunction with those of three control groups, uncovered 
two opposite trends within the ulcer sample. Whereas all the ulcer cases wrote 
strongly oral stories, only one-half selected multiple-choice alternatives indicating 
oral conflict in the inquiry items on Cartoon I. The discrepancy between close-to- 
conscious expression of oral needs in the one half, contrasted with obvious attempts 
at denial in the other, suggested the hypothesis that there may be two very different 
patterns of ulcer dynamics. Further investigation of the ‘‘primary” and “reactive” 


sub-groups showed the latter to be consistently more evasive in the content of their 
stories on the first oral cartoon. Comparisons on the remaining Blacky dimensions 
revealed the “primary” pattern to consist of a relative absence of conflicts centering 
about anal retentiveness, oedipal feelings, castration anxiety, and narcissistic object- 


choice, along with an excessive concern for mothering and little conscious desire for 
strong, masculine identification. The “reactive” pattern, closer to the popular con- 
ception, is characterized by repressed receptive longings; intense, unresolved oedipal 
feelings; the conscious wish to emulate a decisive father figure; a pervasive sense of 
guilt; and a highly narcissistic approach to others. 

The formulation of these two patterns, based upon a limited number of cases, 
was presented in the form of a suggestion for the direction of additional research in 
the area of peptic ulcer dynamics. Differences between the two sub-groups on other 
psychological tests are reported in a paper by Marquis, Sinnett, and Winter ©’, 
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INTRODUCTION 

There is presently a great need for psychological tests which validly measure 
certain relatively narrow and identifiable aspects of personality. The clinical psy- 
chologist, faced with the task of making a global interpretation of personality 
structure has leaned saad heavily on multifunction tests such as the Rorschach 
and the TAT in the hope of obtaining information for predicting behavior in a wide 
variety of situations. However, attempts to validate specific functions measured 
by these tests have not been successful.©’ Cronbach“? suggests that poor choice 
of statistical techniques and the inadequacy of our present statistical methods for 
this type of test may be partially responsible. However, even if adequate validity 
is established for scoring these projective tests along specific personality dimensions 
there are many situations such as in vocational guidance, job placement, and in 
experimental research, where specific evaluations are needed and where it is not 
feasible to hire personnel trained to administer and score complex tests or to allow 
the time necessary to administer them. 

A brief, self-administering test recently developed by Saslow? has seemed of 
possible value in this regard. Designed as a screening instrument for use with a wide 
range of subjects in a civilian medical setting, this test leads the subjec t to examine 
and report his behavior in two major types of social situations where inner conflict 


as to his desired role may lead to various somatic symptoms. The first five questions 
are relative to situations ‘provocative of assertiveness, aggressiveness, or anger” 
while the next five deal with situations “provocative of anxiety or discourage- 
ment’’.“) After a series of build-up questions, the subject finally is asked whether 
under such circumstances he ‘‘bottles up” his feelings, and if he does so does he feel 
sick or miserable; how often; and in what ways? In version *3 of this test (the form 
used in this study) his answer to “how often” is indicated by circling one of the five 
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choices “never,” ‘rarely,’ “usually,” “‘often,’”’ or “always,” and his answer to “‘in 
what ways” by circling as many of the 24 listed symptoms as he feels pertain to him. 
In present day psychiatric theory, the development of such symptoms under stress 
indicates the presence of anxiety. Hence, it was felt that this test might well yield 
a scale of “anxiety-proneness.”’ 

As presently scored, the Saslow test gives patterns of scores consisting of the 
frequency with which the subject claims to have somatic symptoms and the number 
of such symptoms. The patterns are dichotomized such that those subjects answer- 
ing “often,” “usually,” or “always” with a total of four or more dysfunctions in 
either or both situations are considered suspect as to personality maladjustment. 
However, a great deal of possibly valid information is lost when the test is scored 
to yield only two categories. Even if one assumes the two parts to be entirely equiva- 
lent as to content there are at least 5 x 2*4 possible patterns of response. If one con- 
siders as significant only the number of symptoms and not their specific types, then 
there are approximately 120 different patterns of response in each of the two critical 
ptr However, since patterns are difficult to handle statistically, the most de- 
sirable scoring would be one which would order such patterns along a continuum. 

*The authors wish to express their appreciation to Dr. George Saslow with whose cooperation 
the study was accomplished and from whom copies of the test were obtained. This report was com- 
pleted under Air Force Contract No. 33(038)-13884. It is one of a series of studies under R and D 
Project 21-37-002, Development of Psychiatric Screening of Flying Personnel, Department of Clinical 
Psychology, United States Air Force School of Aviation Medicine. 
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Since ‘‘anxiety-proneness”’ would appear rationally to be a function of both the 
frequency of symptoms and their number or extent, a possible function of this type 
is the product of the two scores. Consequently, the Saslow Screening Test can yield 
a continuous score by assigning the values | to 5 respectively to the qualitative fre- 
quency categories “never,” “rarely,” “usually,” “often,” and “always” in either 
part and multiplying this value by the number of symptoms claimed by the subject 
under each circumstance. In the actual scoring used in this study, the two resulting 
scores were summed and the square root taken as the final score. This formula can 
be written as vy Fs; Ns + Fio Nio where F and N are respectively the frequency value 
and number of somatic symptoms as indicated in questions 5 and 10. Thus an in- 
dividual who answered “‘usually” to question 5, circling 4 symptoms, and ‘“‘rarely”’ to 
question 10 circling 2 symptoms would have a score of ¥3x4+2x2 = vV¥16 =4.0. 


PROCEDURE 


An opportunity to validate this test as a measure of anxiety-proneness and of 
maladjustment was presented by a research problem in which psychiatric interviews, 
physiological measures, and a battery of psychological tests were used in a com- 
bined approach attempting to select ‘‘anxiety-prone” individuals from a “normal” 
population. This study which is described in detail elsewhere“? provided a cri- 
terion for the Saslow test in terms of independent maladjustment and ‘‘anxiety- 
proneness”’ ratings, and also provided data on its relationship to several psycholo- 
gical tests. 

The Saslow Screening Test was administered to 151 male subjects drawn from 
air force reserves, army personnel, university and seminary students. In addition 
forty patients from the hospital and clinic sources of the Department of Neuro- 
psychiatry of Washington University School of Medicine and Barnes Hospital, 
selected on the basis of having anxiety neurosis or some psychiatric disease in which 
anxiety was a major feature, were also administered the test. All individuals were 
first seen by a psychologist who administered a battery of tests including the Ror- 
schach, Taylor Anxiety Seale’, the Draw-A-Person Test and the Short Form Stan- 
ford-Binet Vocabulary test and were then interviewed for approximately an hour 
by a psychiatrist. Both psychiatrist and psychologist rated the individuals on an 
eight point scale for anxiety-proneness and again for personality maladjustment 
including symptoms of anxiety. In each case, the scale was defined such that a rating 
of 1 to 3 was normal, 4 to 5 borderline, and 6 to 8 was abnormal with 8 defined as a 
state of severe disorganization of personality (i. e., loss of control or panic state). 
The term “anxiety-proneness”’ as used in this research included evaluation of ‘the 
present mental status, past history of anxiety, background and personality develop- 
ment that would indicate the occurrence of anxiety symptoms in a stressful situa- 
tion.” & 

The Saslow test was self-administered just prior to the physiological and psy- 
chiatrie portion of our procedure and at least 24 hours after the administration of 
the psychological battery. The results of this test were not made available to the 
psychologist or psychiatrist for the determination of their ratings. 


RESULTS 

The distribution of scores obtained on the Saslow test for the complete semple 
of 191 subjects is presented in table 1. The correspondence of these scores to the 
screening dichotomy adopted by Saslow is also indicated. It can be seen that the 
present scoring maintains the two-category discrimination with considerable fidelity 
while at the same time yielding additional discriminations within each category. 
For the scores from 4.0 to 4.9 there are, not surprisingly, some individuals who 
would be classified as “adjusted” and some as ‘“‘maladjusted” by Saslow’s criterion. 
This is evidently a borderline group with a certain amount of overlapping. If the 
continuous scoring method were used in situations where a critical cutting score was 
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TaBLe 1. Compartson or Continvovs witn DicHotomMovs ScorRING OF THE SAstow TEsT FOR 
191 SuBJEcTS 








Saslow Criterion 
Negative Positive Frequency 
9 36 36 
2.9 44 5 
3.9 32 
9 9 
2.9 : 2 
6.9 
7.9 
8 and above 








desirable, 5.0 or 4.0 could be used, depending on how important it was to make sure 
that the screening was effective, and the importance of the possible loss of fairly 
well-adjusted individuals in the process. 


COMPARISON WITH RATINGS OF PsyYCHIATRIST AND PsyCHOLOGIST 
Scores on the Saslow test for both normal and patient groups were correlated 
with psychological and psychiatric ratings of anxiety-proneness and maladjustment. 
These correlations are presented in table 2, for the normal subjects, patients separ- 
ately, and for the total sample. 
TABLE 2. CORRELATIONS OF THE SAsLow Test witH Ratincs OF ANXIETY-PRONENESS AND 





ANXIETY-PRONENESS 





Normals (N=151) Patients (N40) Total Group (N=191) 


Psychological Psychiatrie Psychological | Psychiatrie Psychological | Psychiatric 
Rating Rating Rating Rating Rating Rating 


Saslow 
Seale 387 .B85 598 428 


Psychological 
Rating : .514 


MALADJUSTMENT 


Saslow 
Scale 


Psychological 


Rating 


In interpreting these product-moment correlations it must be remembered that 
the ratings were made such that both patients and normal subjects could be com- 
pared on the same rating scale. Thus the separate groups represent curtailed dis- 
tributions which has the effect of lowering the correlations.) Also, in general, the 
correlations for the patient group tend to be higher than for the normal subjects. 
This may very well reflect the greater reliability of the ratings of psychologists and 
psychiatrists when applied to patients since most of their tests and techniques have 
been developed and normed on the basis of such samples. In view of these facts the 
best appraisement of the Saslow test comes from an examination of the correlations 
for the total group. Here we may note that the brief Saslow test correlates as well 
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with the ratings of the psychiatrist on anxiety-proneness as do the psychological 
ratings based on the Rorschach, Taylor Anxiety Scale, and clinical observation. The 
Saslow also has an equally high correlation with the psychological rating. For mal- 
adjustment, the Saslow actually correlates considerably higher with the psychia- 
trist’s rating than does the psychologist’s rating. Since both ratings are fallible and 
neither can be considered to be the true criterion, the best evaluation of the Saslow 
scale is the correlation with the combined ratings. These correlations are .622 for 
anxlety-proneness and .488 for maladjustment. 

Several interesting correlations for the Saslow test with separate psychological 
tests included in the battery are presented in table 3. 


TABLE 3. CORRELATIONS OF THE SASLOW SCREENING TEsT WITH SEVERAL PsycCHOLoGiIcaL TEsTs 
PATIENTS 





IN NORMAL SUBJECTS AND IN 


Normals Patients 
Draw-A-Person Test ef .30 
Rorschach Inspection Technique .22 26 
Taylor Anxiety Seale 56 68 
Short Form Stanford-Binet (L), Vocabulary —.01 —.08 





It is immediately evident that the Saslow is more highly correlated with the 
Taylor Anxiety Scale than with clinical measures of maladjustment such as indi- 
cated by the Draw A-Person Test and the Munroe“? checklist for the Rorschach. 

The lack of correlation with the Short Form Stanford-Binet (L) Vocabulary 
Test is an important finding since it indicates that the Saslow test is not dependent 
on verbal ability and hence may be applicable without qualification to subjects of 
different intellectual and /or educational levels. That this is not true for the Ror- 
schach Inspection Technique or the Draw-A-Person Test as presently scored is in- 
dicated by correlations with vocabulary of —.25 and —.37 respectively in the normal 
group and —.16 and —.40 in the patient group. 

The fact that the psychological and psychiatric ratings on anxiety-proneness 
and the Saslow scales are all equally intercorrelated, suggests that they define 
a single common factor. However, since it is necessary to have four tests to define a 
common factor, it was decided to examine the matrix of intercorrelations of the 
Taylor Anxiety Scale, the Saslow, Rorschach Anxiety Scale® and the Psychiatric 
Anxiety rating for a single common factor. This matrix is shown in table 4. The 
TaBLe 4. Marrix oF INTERCORRELATIONS OF THE SAsLow TEst AND THREE MEASURES OF “ANXIETY” 

FOR THE ToTaL SAMPLE UseEp IN Tuts Stupy 





Psychiatrie 
Taylor y Rating Rorschach 
Taylor Anxiety Scale 68 61 .28 
Saslow .68 .09 .19 
Psychiatric Anxiety Rating 61 . os .22 
Rorschach Seale of Anxiety .28 As 22 





three tetrad differences? are .004, .038, and .034 so that the criterion’ of proportion- 
ality is fairly well satisfied. From this matrix, the Saslow test has a communality 
of .54, i. e. about 54°; of the total variance of this test is accounted for by the factor 
common to these four tests. It would appear then that the Saslow test is primarily 
an instrument for measuring manifest or latent anxiety and that its predictive value 
for personality maladjustment stems from the high degree of relationship between 
anxiety and maladjustment. Thus, even though the psychiatrist consciously at- 
tempted to differentiate between anxiety-proneness and total personality malad- 
justment in these subjects, his two ratings correlated .62 for the normal controls 
and .74 for the total group. As Saslow points out ‘. .. ‘anxiety’ or distress phen- 
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omena, in the sense of unconsummated visceral, skeletal, and other responses, are 
much more common in all the behavior disorders, including the psychoses, than is 
generally realized, and our listed dysfunctions are chiefly of this character.” 


SUMMARY 


A method has been devised whereby the differential patterns of response in the 
Saslow Screening Test may be logically ordered on a continuum to provide a mean- 
ingful range of scores. 

Using this scoring procedure, the Saslow test has been shown to be valid for 
the measurement of ‘‘anxiety-proneness”’ and for the related dimension of ‘‘malad- 
justment,”’ in a sample of 151 ‘normal’ subjects and 40 patients. Correlations with 
a psychiatrist’s ratings on these factors were as high or higher than those for several 
well-known psychological tests. 

The Saslow test was found to be practically independent of vocabulary level 
for the range studied in this project. Since this test is self-administered and occupies 
only about five or ten minutes of the subject’s time it appears to be a valuable test 
for many practical situations in industrial, clini¢al and experimental settings. 
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MMPI AND RORSCHACH CORRELATES OF THE RORSCHACH WHITE 
SPACE RESPONSE 
EPHRAIM ROSEN 


University of Minnesota 


INTRODUCTION 


Since the original construction of the Rorschach, white space responses have 
been interpreted as indicating some form of negativism, oppositional tendencies, or 
stubbornness. Rorschach “'* P- ® stated: “S are most common in stubborn, eccentric 
normals and in negativistic, scattered schizophrenics . . . S answers always indicate 
some sort of tendency to opposition” (Italics in original). Further elaborating this 
hypothesis, Rorschach subdivided oppositional tendencies into three types. S re- 
sponses point to contrariness, indecisiveness, or feelings of inadequacy, depending 
on whether the record is extratensive, ambiequal, or introversive, respectively. 

The leading Rorschach interpreters“: *: '°» "> have in the main adhered to this 
interpretation, with some further elaborations and refinements. Beck “: Yo: 1, p. 47), 
for example, believes that normal, healthy subjects give two to four S responses. He 
thus imputes clinical significance to white space only when it is used extensively or 
when it is found in combination with a variety of other clinical indicators. Klopfer 
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distinguishes between main and additional 8, and adheres closely to Rorschach’s 
own interpretation of 8 only in the case of main 8 responses. The major white space 
hypothesis however, that of a relation between 8S and some form of oppositional 
trend, has never been challenged clinically. 

On the experimental level, there has been a paucity of work testing the hypothe- 
sis. Some detailed clinical observations have tended to support it. Thus Boss ©, 
in a study of 75 inmates of a correctional institution, reported a close relationship 
between amount of 8 and degree of antisocial psychopathy. In Boss’ study, psycho- 
pathy was also reported to correlate with predominance of CF (color with indefinite 
form) and C (color only) over FC response (color with definite form) and over M 
(human movement) responses. Degree of psychopathy also correlated with number 
of W responses. The study suffered from contamination, however, for the Rorschach 
protocol was one of the determinants of the rating of degree of psychopathy. 

Rapaport“? reported that highest 8 per cent occurred in paranoid patients and 
interpreted this result as reflecting the oppositional aspect of paranoid delusions. 
Buhler and Lefever®? have, on the other hand, produced evidence that contradicts 
that part of the hypothesis which relates number of S responses to degree of mal- 
adjustment. They found that 16 patient diagnostic groups, totaling to an N of 308, 
all had a lower mean 8 score than did a group of 30 non-patients. Yet the clinical 
tradition is so strong that their Basie Rorschach Score gives negative weight to pro- 
duction of a large number of S responses. 

In a recent experimental study on normals, Fonda“, using the standard group 
Rorschach and the Harrower series, found a reliability of .533 for main 8 and of only 
.155 for additional 8S; a correlation of .6385 between main 8 and R (total number of 
responses); a correlation of .379 between “standard 8 score’ (a measure of the de- 
viation of number of main 8 responses from the number predicted on the basis of re- 
gression of main 8 variance on R) and the ? seale of the Guilford-Martin Personnel 
Inventory and the Inventory of Factors GAMIN; and no relationship between 
standard 8 scores and the Inventory factors of Inferiority Feelings, Cooperativeness, 
and Agreeableness. Fonda interprets the ? score as indicating either an inability or 
an unwillingness to give a definite “yes” or “no” answer. Hence, his results can be 
interpreted as partial support for the white-space oppositional tendency hypothesis. 
The support is limited, however, for no relationship was found between white space 
and the three factors which would seem to reflect some aspects of oppositional 
tendencies. 

The present study approached the problem of the meaning of white space re- 
sponses by a two-step analysis of clinical data. First, the relationship between S and 
the Pd score (psychopathic deviate) of the Minnesota Multiphasic Personality In- 
ventory ‘°’ was examined. The Pd scale of the MMPI was derived from a group of 
patients who were clinically marked by antisocial and asocial behavior. As in Boss’ 
study, this clinical constellation may be taken to represent a form of oppositional 
tendency. Hence, evidence of covariation of Rorschach 8 and the MMPI Pd score 
should support both the standard clinical interpretation of the Pd scale and the S- 
oppositional tendency hypothesis. 

Second, the study analyzed relationships between 8 responses and certain other 
scores on both the MMPI and the Rorschach, and between Pd scores and certain 
other MMPI and Rorschach scores. Specifically, the study explored relationships 
between S and Multiphasie Pa (paranoia), Pt (psychasthenia), and D (depression) ; 
between 8 and Rorschach R (number of responses), W (number of whole responses), 
M (number of human movement responses), Sum C (weighted color score), M to 
Sum C ratio, W to M ratio, and degree of dilation of the protocol; and between Pd 
and each of these Multiphasic and Rorschach measures. Each of these relationships 
Was inquired into for one of two purposes: either as an aid in the interpretation of 
the S-Pd score relationship found in the first step of the present study, or as a check 
on some results previously reported in the literature bearing on white space or 
psychopathy. 
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PROCEDURE 


The Rorschach and Multiphasic records of 109 patients were drawn from the 
files of the Psychiatric Division of the University of Minnesota Hospitals for use in 
this study. Both out-patient and in-patient records were utilized. Thirty-two of the 
patients were males and 77 were females. A variety of neurotic and psychotic diag- 
noses are represented in the group of 109, a primary diagnosis of psychopathic de- 
viate being found in 22 of the cases. The 109 records were chosen in the following 
manner: All case records, in which a Rorschach and a Multiphasie were available, 
were pulled from the files, going back successively from the most recent cases to 
sarlier ones, until a large number had been obtained. Records were then eliminated 
if the Multiphasic did not meet the following validity criteria: raw ? score 100 or 
less, raw F scale score 15 or less, raw L score ten or less, and raw F minus K nine or 
less. Records were also not used if the Rorschach protocol contained two or more 
card rejections when R was less than ten, or contained four or more card rejections 
regardless of total R. This procedure left a total of 109 cases. Whenever more than 
one Multiphasic or Rorschach were included in the case record, the tests administer- 
ed nearest in time to each other were utilized. The scoring of all Rorschach variables 
to be used in the study was then checked.' Scoring of S responses was brought into 
line with the Klopfer practice of distinguishing between main S and additional 8. 
On the basis of Fonda’s finding with regard to unreliability of additional 8, only 
main 8 was used in analysis. Multiphasic scores were all converted to T scores and 
all appropriate scores were corrected for K. 


RESULTS 

1. Mean § was surprisingly low. For the 22 patients whose primary diagnosis 
was psychopathic deviate, it was 0.23, and for the other 87 patients it was 0.60. 
These means are much lower than those reported by Buhler and Lefever. The differ- 
ence between the mean of the psychopaths and of the non-psychopaths in the present 
study is significant at the .01 level. The smaller mean among psychopathic deviates 
is surprising, and while it does not directly contradict Boss’ work since his analysis 
was within a group of psychopaths, it indirectly casts doubt on the generality of his 
findings. 

The distribution of 8, as is the case with a great many Rorschach variables, was 
highly skewed. The most common frequency of 8 for both psychopaths and non- 
psychopaths was zero. Consequently, for all analyses of the relation of 8 to other 
variables in this study the Chi? technique was used by dividing the cases into those 
who had no main § (77 cases) and those who had one or more 8 responses (32 cases). 


2. The mean score for the Pd scale was 69.0 for primary diagnosis of psycho- 
pathic deviate and 66.9 for all other diagnoses. The difference is not significant. At 
the University of Minnesota Hospitals, the Multiphasic scores enter into designation 
of a diagnostic category for patients, but much more emphasis is placed on profile 
pattern than on single peaks. The non-significant difference is, therefore, not 
necessarily interpretable as casting doubt on the usefulness of the Multiphasic in 
diagnosing psychopathy. 


3. A Chi analysis of relation of S to Pd score resulted in the following: The 
patients with primary diagnosis of psychopathic deviate were few in number(22) and 
analysis showed no relation, in either direction, between their 8 and Pd scores. For 
ell 109 cases, the relationship was significant at only a weak .10 level in the direction 
predicted by the S-oppositional tendency hypothesis, i.e., use of 8 went with higher 
Pd scores. 

The significance level of .10 was found whether the Pd scores were divided into 
groups of ten T score points, or into the two categories of Pd scores below 60 and Pd 


‘The author acknowledges indebtedness to Mrs. Shirley Zwaska for assistance in this phase of 
the study. 
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scores > 60.2 On the other hand, when those cases diagnosed as psychopathic de- 
viate were excluded, the significance level was .05 for Pd divided into intervals of 
ten, and .02 for the two by two analysis. The main hypothesis of the study was thus 
confirmed only in a non-psychopathic sample. In the total sample results were 
merely suggestive. The lower frequency of 8 in the psychopathic deviate group may 
account for this surprising situation, which directly contradicts Foss’ findings. 

Summing up to this point, 8 responses were less frequent in patients diagnosed 
as psychopaths than in other patients; Multiphasic Pd scores did not differ signi- 
ficantly between diagnosed psychopaths and other patients; S responses were not 
related to Multiphasic Pd scores of diagnosed psychopaths; but use of white space 
was associated, to a significant degree, with higher Pd scores of patients not diagnosed 
as psychopathic deviates. These results are paradoxical, and the present data do 
not seem to furnish leads toward resolving the paradoxes. 

4. A Chi analysis of relation of S to Pa score proved non-significant, whether 
or not cases with diagnosis of paranoia were excluded. This result is in contradiction, 
though not directly so, with Rapaport’s finding of highest 8S per cent in paranoid pa- 
tients. The correlation of Pd and Pa in the present study was .52 (SE, = .10). It is, 
therefore, not surprising that even though there was no significant relationship be- 
tween 8 and Pa score, the trend was toward more frequent S responses among the 
high scorers on Pa. The correlation of .52 between Pd and Pa is, incidentally, in line 
with expectation. Harris®’ found a correlation of .63 between these two scales 
in a sample of 310 male subjects, about two-thirds of whom were patients and one- 
third non-patients. McKinley, Hathaway, and Meehl“ found a correlation of .24 
for 100 male college graduates, and Hathaway and Monachesi‘*? found correlations 
of .26 and .42, respectively, for 200 male and female ninth-graders. One would expect 
intercorrelations among patients to be higher than among non-patients, as proved 
to be the case in both Harris’ study and the present one. 

5. Since a coded profile system is used at the University of Minnesota Hospi- 
tals, in preference to reliance upon single scale scores, a Chi’? analysis was per- 
formed to test the relationships of 8 to frequency of occurrence of Pd and Pa, res- 
pectively, in the top three points of coded profiles. No significant relationship was 
found. This result is difficult to explain, particularly for coded Pd, in view of the sig- 
nificant relation found between 8 and height of the Pd score. 

6. The relationships of S to the Pt score and to the D score were checked by 
the Chi? technique as an approach to those dimensions of oppositional tendency re- 
ferred to as inadequacy and inferiority feelings, for it was felt that these two scales 
of the Multiphasic might more readily reflect inadequacy and inferiority than the 
other scales. No significant relationships were found; apparently 5 is significantly 
related only to the Multiphasic measure closest to the ‘“‘contrariness” aspect of op- 
positionalism. The correlation between Pd and Pt was .44, and between Pd and D 
was .30. Both of these are, as might be predicted, lower than the correlation of Pd 
and Pa, though only the Pd-D correlation differs significantly from the Pd-Pa cor- 
relation. It is interesting, therefore, to note that despite the fairly high correlation 
of Pd and Pt, 8 is related to Pd but not to Pt. 

7. By the Chi® technique, relationships were analyzed between S and Ror- 
schach variables of R, W, M, Sum C, Erlebnistyp (arbitrarily defining extratensive- 
hess as Sum C minus M >1.5, ambiequality as absolute value of M minus Sum 
( < 1.5, and introversiveness as M minus C >1.5), W to M ratio, and dilation 
(arbitrarily defining dilation as M or Sum C >3, and lack of dilation as M and Sum 
( both < 3). It should be noted that some of these variables are mutually depend- 
ent. Ata .01 level, it was found that patients who used 5 tended to greater R, to 
higher Sum C, to an extratensive type of Erlebnistyp, and to dilation. The finding 
with respect to relation of S to Sum C is consistent with Boss’ conclusion that pre- 


*Yates’ correction was used in the computation of Chi? for 2x2 tables. 
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dominance of CF and C goes with psychopathy. The relation between 8 and extra- 
tensiveness is striking if one recalls that Rorschach interpreted a combination of 5 
and extratensiveness as pointing to the “contrariness’’ form of oppositional tend- 
ency, and that in this study the only Multiphasic scale correlating with S was the 
one that seems a priori to reflect contrariness most closely, the Pd scale. 

There was no significant relation between S and W, M, or W:M. One might 
expect oppositionalism to be accompanied by the non-productiveness thought to be 
indicated by a high W:M ratio, but analysis did not substantiate the relation. 

A tendency to make use of white space, therefore, can be said to go with Ror- 
schach high R, free use of color, extratensiveness, and dilation. One might venture 
the explanation that S and Sum C are themselves functions of high response total, 
thus causing the relationships between 8S and the other variables. However, M and 
W, which are also in part functions of R, were not significantly associated with 8. 


8. The correlation of Pd with Rorschach R was .15. For the present sample, 
this does not differ significantly from zero. There was similarly no significant rela- 
tionship between Pd and W, M, or W:M ratio. The relationship between Pd and 
Sum ©, Erlebnistyp, and dilation were non-significant, the respective Chi? calcula- 
tions having significance levels of .20, .20, and .10. All of these, though non-signi- 
ficant, were in the expected direction, and may perhaps be taken somewhat more 
seriously than the usual .10 or .20 level of relationship since they were consistent 
with other results of this study. Nevertheless, it should be noted that S has a closer 
association to other Rorschach variables than it has to Multiphasic variables or than 
Pd, itself related to 8, has to these Rorschach variables. A loose cluster of Multi- 
phasic Pd score, and Rorschach R, 8, Sum C, extratensive Erlebnistyp, and dilation, 
seems to exist. This cluster would seem to call for a designation broader then the 
term “oppositional tendencies.”” Possibly what is indicated is an extraverted, im- 
pulsive reaction to whatever stimuli are at hand, whether the reaction is to white 


space, colors, or to the statements in the Pd scale which express a freedom from the 
inhibitions of the superego. Oppositionalism, in the sense of a tendency to non-con- 
forming attitudes, could be a facet of such a postulated personality cluster. Con- 
firmation of the existence of such a unity in Rorschach and Multiphasic test results 
could be achieved by a factor analysis of a joint battery of Multiphasie and Ror- 
schach scores. 


SUMMARY AND CONCLUSIONS 


1. An analysis of some of the variables of the MMPI and Rorschach records 
of 109 psychiatric patients revealed the following relations: Mean total S on the 
Rorschach was significantly lower for patients with primary diagnosis of psycho- 
pathic deviate than for all other patients. Multiphasic Pd scores did not differ sig- 
nificantly between psychopathic deviates and other patients. Nevertheless, use of 
S was significantly associated with higher Pd score if patients with diagnosis of psy- 
chopathy were excluded from the analysis. S was also significantly associated with 
the Rorschach variables of higher number of responses, higher Sum C, tendency to 
extratensiveness, and tendency to dilation. 

2. Height of Pd scale scores was associated with the Rorschach variables of 
higher Sum C, extratensiveness, and dilation, at a level short of significance but in 
the direction consonant with other results of the study. 

3. No relationships were found between 8S and the Pa, D, or Pt scales of the 
Multiphasic, between $8 and frequency of Pa and Pd, respectively, in the top three 
points of coded Multiphasic profiles, or between 8 and Rorschach M, W, and W:M 
ratio. No relationships were found between Pd and Rorschach M, W, and W:M 
ratio. 

4. It can be concluded, therefore, that despite several paradoxes in the results 
some evidence has been obtained to support the hypothesis that use of white space 
on the Rorschach is associated with oppositional tendencies, insofar as the Pd scale 
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may reflect oppositionalism. Evidence was not forthcoming to support the hypothe- 
sis that white space is associated with paranoid delusiveness, or inferiority feelings, 
insofar as these are reflected in the Pa, D, and Pt scales of the MMPI. 

Further, 8S seems to be more clearly related to Rorschach variables not meas- 
uring oppositional tendencies than to other measures of oppositional tendencies. Pd 
seems to have a weaker relation to these Rorschach correlates of S, yet enough of a 
relation to postulate the existence of a loose cluster composed of high Pd score, use 
of white space, high total Rorschach responses, high Sum C, extratensiveness, and 
dilation. This cluster may indicate a general trait of readiness to react in an im- 
pulsive fashion to whatever stimuli are at hand. Oppositionalism could conceiv- 
ably be an aspect of such a postulated trait. 
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THE CORNELL MEDICAL INDEX—HEALTH QUESTIONNAIRE 
IV. THE RECOGNITION OF EMOTIONAL DISTURBANCES 
IN A GENERAL HOSPITAL* 


KEEVE BRODMAN, M. D., ALBERT J. ERDMANN JR., M. D., IRVING LORGE, PH.D., CHARLES 
P. GERSHENSON, PH.D., AND HAROLD G. WOLFF, M. D., WITH THE TECHNICAL ASSISTANCE 
OF TODD H. BROADBENT 


New York Hospital 


INTRODUCTION 


Physicians generally recognize that a patient’s symptoms are often significantly 
related to an emotional disturbance. Yet, because of their interest in other aspects 
of the patient’s medical problem, some physicians:may overlook these disturbances. 
This communication reports a study of the incidence of emotional disturbances, and 
of their diagnoses, in the out-patient departments of a general hospital, describing a 
simple means by which those overlooked might have been recognized. 


THE SAMPLE STUDIED AND METHODS 

The study was conducted at the New York Hospital, a teaching general hospital 
for Cornell University Medical College students. The sample consists of all patients 
newly admitted to the medical and surgical out-patient departments during the year 
beginning July 1, 1948, and who had completed a Cornell Medical Index-Health 
Questionnaire‘. There are 5,121 patients in the sample. Physicians examining the 
patients had never seen their Health Questionnaires. 

For patients diagnosed in the hospital as emotionally disturbed, data were 
abstracted from the hospital records. The data were tabulated according to the 
out-patient department the patient first attended, and the amount of recorded in- 
formation supporting the diagnosis. The Cornell Medical Index-Health Question- 
naires (abbreviated C. M. I.) as well as the hospital records of the 336 patients ad- 
mitted to the hospital in April 1949©) were examined. The C. M. I. is a self-admin- 
istered questionnaire that collects a large body of significant medical and psycholo- 
gical data. With clinical interpretation it yields accurate psychiatric “? and general 
medical“? evaluations of the patient. 


RESULTS 

Hospital physicians examining the patients diagnosed ten percent of the year’s 
sample as emotionally disturbed. They made the diagnosis most frequently when 
they conducted comprehensive medical investigations during which they were likely 
to question the patient about the psychological aspects of his illness. Comprehensive 
medical investigation was more frequent in medical than in surgical departments; 
physicians recorded psychiatric diagnoses six times as often with patients in medical 
as in surgical departments (in medical departments 17°; of 1,999 patients, in surgical 
departments 3°% of 3,122 patients). 

The possibility was considered that fewer psychiatric diagnoses had been made 
in surgical departments because fewer of the patients examined there had emotional 
disturbances. This was put to a test. A physician (A. J. E.) made blind diagnostic 
examinations of the C. M. I.’s of all out-patients admitted to the hospital in the 
month of April 1949, noting for each the evidence of a clinically significant psycho- 
logical disturbance. The C. M. I.’s indicated that in the medical and surgical depart- 


*From The New York Hospital and the Departments of Medicine (Neurology) and Psychiatry, 
Cornell University Medical College; and Teachers College, Columbia University. The work described 
in this paper was done under a contract, recommended by the National Research Council, between 
the Veterans Administration and Cornell University. Copies of the Cornell Medical Index-Health 
Questionnaire may be obtained from the authors, The New York Hospital, 525 East 68th Street, 
New York 21, N. Y. 
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ments there were similar percents of patients with these psychological disturbances, 
some mild and a few severe (table 1). Many had been overlooked in the hospital, 
more in the surgical than in the medical departments. The accuracy of the interpre- 
tations of the Health Questionnaires was confirmed by recalling a sample of patients 
for re-examination ©?, 

TasLe 1. THe NuMBER OF PATIENTS DIAGNOSED AS EMOTIONALLY DisTURBED IN ApRIL 1949 BY 


DIAGNOSES MADE IN THE MEDICAL AND IN THE SURGICAL DEPARTMENTS OF THE HospPITAL, AND 
WITH THE C. M. 


By HospiraLt STAFF 
Dieg roses made Diagnoses NOT made Totals 


Medical Surgical Medicel Surgical Meaical Surgic.| 


Diageoses 
made IS 10 76 118 G4 128 


WITH THE C.M.1I,. 
Diaguoses 3 1 34 76 37 


NoT made 
Totals 21 11 194 


Even in departments in which the examining physicians recognized many emo- 
tional disturbances they overlooked others. For example, in the General Medical 
Department, in which psychiatric diagnoses were made more often than in any 
other department, physicians made these diagnoses in only 30°; of the patients, 
while the C.M.1.’5 indicated that 73°; of the patients had clinically significant psy- 
chological disturbances important for a full understanding of the patients’ disorders. 
This is for comparison to another department in which not a single psychiatric 
diagnosis was made although the patiénts’ C.M.I.’s indicated the diagnosis in 70°;. 

Thus, in the month of April 1949, the possibility of a patient’s clinically signi- 
ficant psychological disturbance being recognized was at best only one out of two if 
he were examined in a department in which physicians conducted comprehensive 
medical examinations, and as low as zero if he were examined in a department in 
which the physicians investigated only one organ system. When they did make a 
psychiatric diagnosis, physicians often recorded little or none of the evidence to con- 
firm it. This ocurred more often in surgical than in medical departments (table 2). 
Tasie 2. Tue Percent or Patients DiaGNosep As EMOTIONALLY DisTURBED IN THE YEAR BE- 


GINNING JULY 1, 1948 BY DEPARTMENTS IN WHICH THE DIAGNOSES WERE MapbE, AND BY THE AMOUNT 
or RecorDED EVIDENCE. 


Amount of Recorded Evidence 
DEPARTMENT Moderate Little Nove Total 
Medical ‘8 20 13 19 100 


Surgical 21 O05 16 oS 100 


In some of these instances, the physician first undertook extensive examinations to 
demonstrate a structural disorder; when these failed, he recorded a psychiatric 
diagnosis without indicating any evidence to support it. 


REPORT OF CASES 


The following case histories illustrate important psychological aspects of ilJness 
overlooked in hospital examination. 





THE CORNELL MEDICAL INDEX-HEALTH QUESTIONNAIRE 291 


Case 1. A psychiatric diagnosis made by exclusion. A 39 year old married housewife 
sought medical advice for a burning epigastric pain of two weeks duration. Her 
disorder was provisionally diagnosed as active duodenal ulcer, with gall bladder 
disease to be ruled out. On her Cornell Medical Index-Health Questionnaire were 
50 “Yes” answers, 39 of which were scattered body complaints and 11 of which re- 
ferred to disturbances of moods and feelings. The physician interpreted these com- 
plaints as indicating a severe emotional disturbance. 

In the hospital, however, the emotional disturbance was not recognized. For 
five weeks extensive laboratory examinations were undertaken. When these failed 
to reveal a structural disorder, the examining physician noted, ‘‘Impression-gastric 
neurosis,’ but recorded no evidence to support the diagnosis. Nor did he explore it 
further. Instead, he ordered more laboratory examinations. Again all were reported 
negative except for low gastric acidity. After 10 months of fruitless search for a 
structural defect, still hoping that medication might yet be effective, the physician 
continued to defer psychiatric investigation, recording, ‘I am frankly at a loss to 
know what is wrong with ber, and we have now exhausted the diagnostic procedures 
for the time being. Will give her hydrochloric acid before sending her for psycho- 
somatic consultation.” 

It was not until after more than a year of hospital attendance that a physician, 
in the Medical Psychiatric Department where thé patient was sent at last, finally 
collected and recorded data indicating that the patient’s bodily complaints were re- 
lated to a severe emotional disturbance. Many of these data appear on the patient’s 
Cornell Medical Index. Had the form been available to the hospital physician, he 
might have been warned immediately of the need for exploring the psychological 
aspects of the patient’s illness. 


Case 2. An emotional disturbance not recognized in two years of hospital attendance. 
A 39 year old married housewife was admitted to the out-patient department with 


the presenting symptom of ‘clogging of the right ear and dizziness” for nine months. 
In the General Medical, Neurology, Ear Nose and Throat, and Eye departments, her 
disorder was diagnosed as: chronic otitis media with tubal catarrh, Meniere’s Syn- 
drome, low grade maxillary antral infection, and chronic sclerosing mastoiditis. On 
the C.M. I. the patient recorded 66 scattered ‘Yes’ answers. Forty-four were var- 
ious bodily complaints and 22 disturbances of mood and feeling. The questionnaire 
Was interpreted as indicating that the patient’s symptoms were related to a severe 
emotional disturbance. 

In the hospital, however, the importance of the psychological aspects of her 
illness was not recognized for more than two years. The examining physician even 
noted on her first visit, ‘‘This patient not nervous” (italics his). Had he been aware 
of the patient’s many complaints as shown on the Cornell Medical Index, he could 
not have been of this opinion. It was not until after 55 visits to various out-patient 
departments that a physician in the Neurology Department recorded the only note 
about the patient’s psychological status in relation to her symptoms, ‘‘Many of her 
symptoms (‘tied up inside,’ ‘trembly all over,’ ete.) suggest anxiety.” 

Only a few of the patient’s complaints are explained by the hospital diagnoses. 
The C. M. L., had it been available to the examining physicians, might have called 
their attention immediately to the importance of considering her psychological 
status in evaluating her body complaints. 


Case 3. An emotional disturbance neglected by hospital physicians even after its pre- 
sence had been noted in the patient’s chart. A 29 year old married housewife with two 
years of college education sought medical advice for severe pelvic pains with her 
menstrual periods. When examinations revealed no structural defect the physicians 
diagnosed her disorder as menorrhagia, gave her advice, and closed her case. The 
psychological aspects of her disorder were not investigated. Scattered through her 
C. M. IL. were 61 complaints. Those referring to her moods and feelings included: 
being unhappy and depressed, often crying, worrying, frequent nightmares, and 
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having frightening thoughts coming back to her mind. Her questionnaire was inter- 
preted as indicating a severe emotional disturbance related to her body symptoms. 

Because her psychological status had not been considered in the hospital, the 
patient was recalled for this study. In re-examination she confirmed her many com- 
plaints on the C.M.1., saying she bad not told them to the hospital physicians be- 
cause “T wasn’t asked.”’ In interview she wept frequently, claiming to be ‘‘emotion- 
ally exhausted and frozen” and that she ‘‘got no enjoyment out of sex.”” This in- 
formation was entered in her hospital chart. Further, a psychiatrist recorded notes 
on the relation of her emotional disturbance to her gynecological complaints, empha- 
sizing her sexual conflicts as a source of body symptoms. He told of her repetitive, 
terrifying nightmares, many of which ended in her destruction. His formulation was: 
“This patient’s appearance and emotional attitudes suggest a hysterical personality. 
She is badly in need of psychiatric treatment.” 

The hospital physicians, however, did not consider these notes. On the patient’s 
next hospital visit they merely made another pelvic examination, recorded her com- 
plaints of suprapubic pain and heavy menstrual flow, concluding that her disorder 
was “probable salpingitis.”” They prescribed hot douches and told her to return in 
three months. At this point the patient wrote a long frantic letter to the physician 
who had examined her in this study. She begged him to see her again, saying that 
she was “*. . . frightened, confused, worried, terribly nervous . . . There is a deadly 
current of nervous tension between my husband and myself... Every time he 
wants to kiss me I involuntarily stiffen ... I have never had an orgasm... Every 
thrust of the penis is agony ... I love my husband . . . He is ever so gentle . . . How- 
ever, he is so frustrated, so angry, that there are corded knots in his neck . . . I will 
not be able to hold him... I cannot douche. I cannot insert the appliance. It stops 
when it isan inch anda half in... 1am convinced that there is something medically 
wrong with my mimd~. .. One day something happened. I found myself in the middle 
of the street. Prone. I found out later that I was crossing with cars coming in every 
direction ... 1 was only bruised... Iam so afraid...’ The patient was seen, and 
referred to a psychiatrist. 

Clearly, this patient’s emotions are an important part of her total medical 
problem. Yet, even after information about her emotions was entered in her hospital 
chart, the examining physicians concerned themselves only with the structural] 
aspects of her illness. The patient finally developed a panic state, and almost injured 
herself in a traffic accident that is some ways resembled her self-destructive night- 
mares. 


COMMENTS 


Since the emotions are often involved in illness, they must be considered in 
evaluating a patient’s symptoms. Yet, physicians frequently overlook emotional 
disturbances, some of crucial importance. One reason for this is that the collection 
of psychiatric data takes more time than the physician may believe he can spare. 
The difficulty can in part be overcome by using the Cornell Medical Index-Health 
Questionnaire which, without the physician’s participation, collects a large body of 
medically and psychiatrically significant data. These data usually permit the 
identification of patients needing consideration or investigation of the psychological 
aspects of their illnesses. Further, the data are a permanent record for present or 
future evaluation and review. 


SUMMARY 


In the New York Hospital, a teaching general hospital, the records of a year’s 
sample of 5,121 adult out-patients were studied. During hospital examination 10°; 
of the patients had been diagnosed as emotionally disturbed. The percent varied 
markedly in different departments, being 30°; in one and less than one percent in 
another. These disturbances were diagnosed most frequently when clinical examina- 
tions were comprehensive. 
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With the Cornell Medical Index-Health Questionnaire evidences of emotional 
disturbances were found in two thirds of the patients, almost the same percent in 
each department. Many of these disturbances, some of crucial importance, had been 
overlooked in hospital investigation. With the Health Questionnaire as part of the 
routine hospital investigation some of those overlooked could easily have been 
recognized. 
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THE DEVELOPMENT OF A CAUDALITY SCALE FOR THE MMPI* 
CAPTAIN HAROLD L, WILLIAMS, MSC. 


Letterman Army Hospital 


INTRODUCTION 


Recent studies have demonstrated that in order for the clinical psychologist 
to measure adequately the psychometric effects of brain damage, he must consider 
not only gross signs of deficit, but also such matters as the location of the le- 
sion“ #45) Anderson “> ?) in his study of the “laterality”? dimension has demon- 
strated that the psychologist can offer assistance in localization. Andersen and 
Hanvik “ and Friedman ©? have shown that patients with focal lesions in the frontal 
lobes can be discriminated from those with parietal lesions using the MMPI. Fried- 
man ©? developed a Parieto-frontal scale with which he achieved remarkable differ- 
entiation between the two groups. The present study is concerned with a cross-vali- 
dation of Friedman’s work and the development of a ‘‘Caudality” (Ca) scale which 
is believed to have somewhat more generality than the original Parieto-frontal scale. 


THE Group 


The subjects used were 116 male patients supplied by the neurological and 
neurosurgical staffs of four hospitals in Minnesota'. The age of the patients ranged 
from seventeen to sixty-four years; the mean age was 36.35 years, and the 8. D. 11.53 
years. Comparison with population statistics showed that there were no statistically 
significant differences between the occupational classification of the group and that 


9) 


for the general population “’. Educational data was not available on many patients. 

All patients had suffered focal cerebral damage confined to one brain hemisphere 
as far as could be determined. The focal nature of the damage was verified through 
surgical procedure except in the case of several gunshot wounds where authentica- 
tion was made by means of X-ray demonstration of retained metallic foreign bodies. 
Although surgical diagnosis is probably one of the best criteria for localization, there 
is still room for doubt since there are the possibilities of contrecoup damage, dis- 
tortion of other regions by expansion of the lesion, or unreported damage such as 


*Abstracted from a Ph.D. thesis presented to the University of Minnesota, December 1951. 
\Fifty-six of these were patients originally selected by Friedman from thie files of the Minneapolis 
Veterans Hospital. 
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that incurred by concussion. In addition, a number of cases suffered lesions which 
extended beyond a single lobe. These were recorded as frontal, parietal or temporal 
after consultation with members of the neurological and neurosurgical staffs of the 
several hospitals. These factors would tend to attenuate rather than exaggerate 
differential results, however, and within the limits of the conclusions drawn from 
the study, the criteria seem reasonably adequate. 

The total sample of 116 cases was treated in several subgroups. In addition to 
Friedman’s original group of fifty-six cases (twenty-eight frontal and twenty-eight 
parietal) twenty frontal, twenty parietal and twenty temporal patients were ob- 
tained for cross-validation purposes. All of these subgroups were evenly divided in 
terms of laterality (i. e., dominant and non-dominant hemisphere damage). With 
regard to the statistics mentioned above for the total sample, there were no signifi- 
cant differences between the subgroups. 


PROCEDURE 


The study is concerned entirely with personality changes associated with focal 
brain damage. The test used is the MMPI which has been described in detail else- 
where ‘®'. Profile differences between frontal and non-frontal cases, as well as rather 
detailed analysis of profile patterns will be considered in a later paper. It can be said, 
however, that employing analysis of variance to hold constant the laterality variable, 
the results in the parietal-frontal cross-validation samp!‘e tended to confirm the 
earlier observations of Friedman, and Andersen and Hanvik: Although there was 
evidence of considerable regression toward the mean, the cases with parietal damage 
did show significant elevations on the D and Pt scales when compared with the com- 
posite frontal profile which was rather flat, with an elevation of Sc. In addition, the 
mean temporal profile based upon twenty cases was not significantly different from 
the mean parietal profile, but could be distinguished, statistically, from the com- 
posite frontal profile. However, like the profiles of frontal patients, temporal cases 
tended to produce secondary elevations on the Se scale. As Friedman observed, there 
were no significant differences associated with laterality of the lesion, although there 
was a trend toward higher scores on the psychotic variables in relation to dominant 
hemisphere damage. 

By a comparison of the frequency of responses in the significant direction in his 
frontal and parietal samples, Friedman succeeded in developing a parietal-frontal 
scale which differentiated them with high validity. However, in his relatively small 
cross-validation sample, the discrimination, although still statistically significant, 
involved considerably more overlap. The present cross-validation included three 
procedures. The first was a determination of the effectiveness of the Friedman scale 
on the new sample of forty frontal and parietal cases. The other two involve item 
analysis, and include a modification of the method of ‘*Double Cross- Validation” 
suggested by’ Katzell®. 

When the original Friedman scale was applied to the cross-validation sample 
(twenty frontal and twenty parietal cases), using the raw score cutting point of 
eleven recommended by him, it failed to identify 25 per cent of the cases. Chi-square 
applied to this problem, scoring tallies as hits or misses, is significant at the .01 level. 

In order to study the behavior of individual items, rather extensive item analysis 
was undertaken. First, the total frontal-parietal group of ninety-six cases was 
divided into two equal subgroups (A and B), with forty-eight frontal and forty-eight 
parietal cases in each. The percentage of significant responses to a particular item 
in the two diagnostic groups were then compared, using Phi coefficients. Items were 
selected for further study which separated frontal from parietal cases with the rather 
liberal probability criterion of 10 per cent. Items selected at this level in group A 
were further studied in group B and vice versa. <A final scale was constructed of 
items which held up in the opposite group at the 5 per cent level or better. This pro- 
cedure differs from that recommended by Mosier, et al‘? in that selection of items 
for the final scale is not based upon product probabilities“. 
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The resulting scale contained twenty items, 56 per cent of which appear in the 
original Friedman seale. It has a disadvantage in terms of reliability in that it con- 
tains so few items. 

An alternative approach to item selection is to combine both subgroups into 
one sample, and select a final scale using a fairly stringent significance criterion. 
This was done in the present case, and items were accepted which discriminated the 
frontal and parietal groups at a confidence level of 2 per cent or better. A scale of 
thirty-three items was generated, 44 per cent of which overlapped with the Fried- 
man scale, and 48 per cent with the scale developed by modified double cross-valida- 
tion. 

Since the mean profile for temporal patients was very similar to that observed 
in relation to parietal damage, it seemed appropriate to apply the several scales to 
the temporal group in order to study their respective validities. Technically, it will 
be impossible to demonstrate entirely adequate cross-validation since a third frontal 
group is not available. However, if the raw score cutting points used in the parieto- 
frontal studies successfully discriminate the temporal group from the combined 
frontal sample, it seems relatively safe to argue that the scales are valid predictors 
of caudality. 


RESULTS 


When the twenty temporal cases and forty-eight frontal cases are distributed 
on the original Friedman scale, there are nine frontal and nine temporal patients 
misclassified. Chi-square applied to this data is significant beyond the .01 level, but 
when the temporal cases are considered alone, with a raw score cutting line between 
eleven and twelve, the sorting is almost at chance. Since this scale held up remark- 
ably well on parietal-frontal cross-validation, the present result suggests that it is 
tapping behavior more specifically associated with parietal and frontal involvement, 


and that it is not valid for predicting temporal damage. 

The twenty item scale separates the two groups with six errors in the temporal 
and six in the frontal sample. Chi-square is significant beyond the .001 level. The 
thirty-three item scale misses eight frontal and six temporal patients. Chi-square 
is again significant beyond the .001 level. These results indicate that the twenty 
item scale performs somewhat better than the others in both the parietal-frontal and 
temporal-frontal problems. However, it is only slightly more valid than the thirty- 
three item scale. 

It is interesting and important that the three scales without great item overlap 
ach discriminate the criterion with high validity. It suggests that certain personal- 
ity variables are associated with focal lesions in two different areas, and that these 
traits are not defined strictly by one set of empirically derived items. Since there 
were advantages in both the scale developed by modified double cross-validation 
and the one based upon analysis of the total frontal and parietal sample, and because 
their respective validities seemed about equally high, the two were combined into a 
single final scale which will now be designated the ¢ ‘a(Caudality) scale. Table 1 
lists the thirty-seven items, and the direction they are to be scored to predict a non- 
frontal lesion. 


TABLE 1. IreMs APPEARING ON THE Finat CaupA.itry SCALE 


I do not tire quickly. (F) Hy, Hs 

I do not dread seeing a doctor about a sickness, or injury. (F) 
I believe I am no more nervous than most others, (F) D 

My judgment is better than it ever was. (F) D 

I am greatly bothered by forge etting where I put things. (T) 

I ean read a long while without tiring my eyes. (F) Hy, Hs 

I feel weak all over much of the time. (T) D, Pt, Hs, Hy 

I have numbness in one or more regions of my skin. (T) Sc, Hs 
I practically never blush. (F) 

I cannot understand what I read as well as I used to. (T) D, Se, Pt 
I have been disappointed in love. (T) Pd, Mf 


OR > >> >> >>>> 
» eh % 
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I have often lost out on things because I couldn’t make up my mind soon enough. (T) Hy 

I am very strongly attracted by members of my own sex. (F) Mf 

The man who provides temptation by leaving valu: _ property unprotected is about as much 
to blame for its theft as the one who steals it. (T 

When someone does me a wrong I feel I should pay hee back if I can, just for the principle of 
the thing. (T) Mt 

I enjoy the excitement - a crowd. (F) 

I am a good mixer. (F) 

I find it hard to make dalle when I meet new people. (T) Hy, Ma, Pd, K 

I do many things which I regret afterwards. (I regret things more or more often than others 
seem to.) (T) F 

I am usually calm and not easily upset. (F) 

My daily life is full of things that keep me interested. (F) D, Se, Pt, Hy, Pd 

I brood a great deal. (T) D 

Most of the time I feel blue. (T) Se, Pt, Hv 

I have certainly had more than my share of — to worry about. (T) Pa 

At times I feel like smashing things. (T) D, 

I usually have to stop and think before I oe even in trifling matters. (T) Pt 

Sometimes I am sure that other people can tell what I am thinking. (T) 

I must admit that I have at times been worried beyond reason over something that really did 
not matter. (T) 

I am afraid of losing my mind. (T) D, Se, Pt 

My plans have freque sntly seemed so full of difficulties that I have had to give them up. (T) 

I am inclined to take things hard. (T) F 

I certainly feel useless at times. (T) D, Pt 

I shrink from facing a crisis or difficulty. (T) 

I sometimes feel that I am about to go to pieces. (T) 

I feel tired a good deal of the time. (T) 

I think Lincoln was greater than Washington. (F) 


When the entire sample of 116 cases is distributed against the final Ca scale, 
using a cutting line at the gross median (raw score 11), twelve parietal and ten 
frontal cases are misclassifie d This is an error of 22 per cent. Using the same cutting 
score, the scale fails to identify six of the patients with temporal involvement. 

In order that this scale could be compared with other MMPI scales, raw scores 
were converted to T scores, based on the frontal distribution. The T score equiva- 
lents are presented in Table 2. The mean raw score of non-frontal patients is equiva- 
lent to a T score of 70. 

It is apparent from a study of Table 1 that the new scale reflects rather diffuse 
symptomatology. The items contribute to ten scales on the MMPI, with greatest 
overlap on D, Pt, Hy and Se. 

The Pearson correlations between the original MMPI scales (plus Ie) and scores 
on the Ca seale over the frontal-parietal sample of ninety-six cases were computed. 
Although the Friedman seale correlated highest with D, the present scale correlates 
most with Pt (r equals .82). The scale correlates significantly with ten MMPI var- 
iables, and is negatively correlated with Kx. 


CONCLUSIONS 


The results of the study indicate that the conclusions of Andersen and Hanvik, 
and later Friedman, were to a considerable extent justified. Patients with lesions 
in the parietal region respond to the MMPI in such a way as to suggest anxiety, de- 
pression, guilt, introversion, feelings of inadequacy, worry about the future and 
somatic concern. Although frontal lobe patients exhibit schizoid trends, their MMPI 
behavior is characterized primarily by denial of anxiety or worry, and attitudes of 
acceptance, affability and self-confidence, with rather low levels of aspiration. In 
addition it is seen that patients with lesions in the temporal lobe tend to respond 
much like parietal cases, except that like the frontal group, they show peculiar 
thought processes. We can conclude then, that the differential MMPI behavior 
noted here is associated with caudality in the broad sense, rather than specifically 
parictal-frontal localization. 

In addition, the results imply that the reactions associated with parietal and 
temporal damage are secondary to the frustration and stress imposed by disablement. 
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Frontal patients, on the other hand, whether because of the “silent”? character of 
frontal lobe lesions, or because of loss of necessary fiber tracts, fail to react with 
anxiety. 
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SEX DIFFERENCES AND VARIABILITY IN THE PERFORMANCE OF 
RETARDED CHILDREN ON RAVEN, BINET AND ARTHUR TESTS* 


ELIZABETH Z. JOHNSON 


Wayne County Training School, Northville, Michigan. 


PROBLEM 


Raven’s Progressive Matrices is an untimed, non-verbal, non-performance test 
of intellectual functioning’ “©. It consists of a series of 60 increasingly difficult 
patterns in which the final completion is missing; the multiple choice task is to 
select the missing part on the basis of the principle underlying the problem design. 
Research concurs that the Raven appears to isolate a capacity, not measured on the 
usual mental tests, which seems related to Thurstone’s “induction’’@), Since the 
subject is never corrected in his solutions, the test becomes a measure of his read- 
iness, at his level, to abstract the principle governing the progression rather than to 
resort to arbitrary ‘closure’. Thus an objective Raven score, particularly as it re- 
lates to other measures of ability, may provide some impression of super-ego ca- 
pacity. 

The present study was undertaken to explore the problems involved in the 
selection of institutionalized children, mentally and educationally retarded, for a 
special program of play therapy and psychological counseling. Specifically the ob- 
jects were: (a) to determine the performance of a sample of the Wayne County 
Training School population on the Raven test, to see whether the Raven suggests 
a dimension of capacity other than those revealed by the Binet and the Arthur; and 
(b) to investigate sex differences in these test performances. ‘ 


™~ Sa 


MeEtTHOD 


An experimental population was randomly selected by taking every child ad- 
mitted downward from May 31, 1951 until (by January) a total of 30 boys and 30 
girls had been obtained. For 9 boys and 10 girls clinically referred on the basis of 
Binets too recent for retest, matched clinic referrals in the current school year were 
substituted for whom post-admission Binets were available. Quotient scores of the 
1937 Binet and of the Grace Arthur tests, routinely administered to all entering 
children, were used for the data of table 1; the table also summarizes these test 
results on the total admissions of two consecutive years: 1950-51 (from which the 
sample was drawn), and 1949-50. The Raven tests were individually administered 
by this writer in July and August 1951; the time span for the three tests averaged 
21% months for girls, 3 months for boys. Since the time lag is generally inconse- 
quential, and since chronological age differences are neutralized by the use of quo- 
tients on all three tests,! the scores are considered reasonably comparable. 

Table 1 discloses that both experimental groups are a trifle younger and brighter 
than the population they sample, but the differences are insignificant. From the 
means of the last two years, boys would normally be expected to average 75 on the 
Binet, and girls to average 70; on the Arthur, boys should average 82, girls 74. Thus 
the mean Raven quotients obtained on the experimental groups should be propor- 
tionately lowered when generalized to the admissions population—for boys prob- 
ably to 85, for girls to 75. 





*From the Wayne County Training School, Northville, Michigan; Robert H. Haskell, M. D., 
Medical Superintendent; Thorleif G. Hegge, Ph.D., Director of Research and Education. 

‘Although median Raven age norms are equated with mental age, these ratios are not generally 
converted to quotient scores. Research suggests that the ability assumed to be measured by this test 
develops unevenly, increasing rapidly after age 11. Raven scores are generally reported in percentile 
ranges (8), or in standard scores developed from the age means of the experimental populations 
(15, 16). In view of the generally low mental ages of this School population, it was felt that Raven 
quotients derived by division of mental age by chronological age (1¥) would be fairly comparable with 
Binet and Arthur quotient scores. 
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Sex DIFFERENCES ON RAVEN, BINET AND ARTHUR SCOREs.? 
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RESULTS 
Though in this population the average Raven quotient is approximately equal 
to the average Arthur quotient (Table 1), both being higher than the average Binet, 
table 2 shows that the correlations are relatively low, suggesting that the Raven 
appears to measure capacities somewhat different from those tapped by the Binet 
and the Arthur. 


TABLE 2. CORRELATIONS BETWEEN BINET, ARTHUR AND RAVEN QUOTIENTS IN THE EXPERIMENTAL 


SAMPLE GROUPs. 











| Significance 
Binet-Raven | 
Boys 
: Gils | 
Arthur-Raven 


Boys ; : ; .02 
Girls : esas SU ia : }__ O01 


; Bine t-Arthur 
Boys 45 .02 
Girls 61 .001 





Since the child’s performance relative to his group is significant for the ap- 
praisal of his potential response to special programs, quotients for all three tests 
were individually expressed in z-scores, i. e., the difference between the child’s score 
and the mean of his group divided by the standard deviation. It was found that only 
5 boys and 8 girls of the experimental groups exhibited scores on the three tests fall- 
ing within a range of .5z. Among boys, the mean spread between the highest and the 


*Children are admitted on the basis of intelligence quotients derived from a variety of mental 
tests; these scores have generally been found to be lower than post-admission Binets obtained under 
standard conditions of residence and administration. In the case of the 1950-51 population, the pre- 
admission mean was 70.22 for boys, 66.34 for girls. 
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lowest z-score is .94, among girls .82. This sex differential follows the trend of the 
tabular data presented. In general, extreme variability in the patterning of z-scores 
seems to be the rule rather than the exception among these children. 

These findings on individual variability, together with the low correlations 
found, confirm the concept that the Raven adds a new dimension to the clinical 
picture. Particularly if the Raven deviates significantly above one or both of the 
other scores, there is evidence for the presence of resources for new learning, not 
otherwise demonstrated, which may be given considerable weight in the formulation 
of the reeducative program. “? 

DiIscUssION 

It must be stated directly that the admission policies of this School could not 
conceivably represent a selective factor producing the sex differences summarized 
above. The majority of our children are referred from public schools to this Train- 
ing School which, prior to accepting them for admission, appraises their problem and 
also their trainability in terms of eventual return to the community. Such differ- 
ences as do emerge among the children admitted appear, therefore, to have their 
roots in the factors leading to their original referral. That these factors may operate 
“selectively’’ is suggested by the actual sex differences represented in our popula- 
tion over two years of total admissions, namely: the greater number and younger 
age of the boys (who in nearness to puberty are “younger” than girls by more than 
the mean age difference recorded), their higher scores, and their greater variability. 
The following explanation is tentatively advanced as a partial solution, among other 
possible answers, to the problem posed by these data, on the justification that the 
majority of our referrals originate in the public school systems. 

From findings in an independent experiment in dollplay® the writer earlier 
proposed the hypothesis that, contrary to Freudian assumption, boys do not enter 
latency period earlier than girls, but in fact lag several years behind them in this 
achievement. This finding is compatible with the later entrance of boys than girls 
upon puberty and social adulthood. Entrance upon latency also appears to be asso- 
ciated with resolution of the Oedipus complex by means of same-sex identification. 
Among girls, this event usually occurs in the home over the preschool years as a 
function of the continuing presence of the mother or mother-surrogate. Among 
boys, whose opportunities to identify with father figures are more limited, the Oedi- 
pal resolution seems not to be fully achieved until after matriculation into elemen- 
tary school where boys may first find occasion to encounter the masculine aims of 
peers and adults. Boys in the primary grades are still engaged in their psychic 
struggle with parental authority; thus, however equated may be their scores on 
readiness tests, boys are much less well prepared than girls to accept the surrogate 
social authority of elementary schooling. This hypothesis takes cognizance of the 
known facts that educational and behavior problems occur among boys in a 10-1 
ratio over girls in the general population. It is also a continuing observation in this 
School that the incidence of extreme academic disabilities on admission is much 
greater among boys. 

The application of this reasoning to the Training School population suggests 
that the factors determining the referral of boys for consideration may be more 
heavily weighted with the normal problems of ‘‘growing up”’ than is the case among 
girls. If, as the hypothesis suggests, the problems of many of our boys may differ 
only in degree from those occurring in the general population, it is possible to under- 
stand that the boys might well outnumber girls in this School, and that they might 
exhibit higher test potentiality with disorganization of abilities and specific academic 
disabilities as a prevalent symptom.’ It would also follow that the boys would gen- 
erally be accessible to remediation of their difficulties as same-sex identification be- 
comes established and as superego is accepted and stabilized; this potential for ‘‘re- 
coverability”’ in terms of valid latency status may be reflected in the wider spread 


’An earlier study from this School suggests that boys do, in fact, tend to increase their IQs to a 
greater extent than do the girls (1). For greater variability among males, see ( 
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of scores found among the boys. Among girls, the incidence of continuing social in- 
adequacy may not be greater than among boys; however, the impairments dictating 
the referral of girls may operate at levels more generalized and relatively less “criti- 
cal’, until the onset of adolescence subjects them to the increased pressure of social 
demands to which these girls may then be demonstrated to be unequal. 

These findings, and the theory advanced to accommodate them (at least part- 
ially), suggests that sex differences might be fruitfully inv estigated i in areas of per- 
formance where they are presently neutralized. 


SUMMARY 


The present paper reports an investigation of a sample dt the Wayne County 
Training School population for performance on Raven’s Progressive Matrices test 
relative to that on Binet and Arthur measures. Special care was taken to establish 
a basis for the study of sex differences. The findings are summarized below: 

1. For both sexes, though the average Raven tends to equal the Arthur mean 
(both being higher than the average Binet), the Raven appears to measure a capacity 
which is not fully tapped by other tests, and thus to add a new dimension to the 
clinical picture. Individual z-score patternings, confirming the generally low correla- 
tions obtained, suggest that extreme variability is the rule among these children. 

2. The sex differences are marked and significant. Boys consistently obtain 
higher mean scores than do the girls, and the range of means for boys is double the 
range achieved by girls. These differences, which appear to stem from factors oper- 
ating “selectively” in the community to produce referrals to this School, are dis- 
cussed in terms of delayed resolution of the Oedipus complex among boys. 
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COMMON FACTORS OF THE PATIENT-THERAPIST RELATIONSHIP 
IN DIVERSE PSYCHOTHERAPIES* 


JOHN D. BLACK 


Stanford University 


No topic in psychology today occupies a place of greater prominence than psy- 
chotherapy. Yet the subject is perhaps more replete with confusion and contradic- 
tion than any other in psychology. Neither layman nor therapist can hope to dis- 
cover in the volumes written on the subject any very accurate picture of what most 
psychotherapy really consists of. There is a temptation to infer—not quite justly— 
that those who are doing therapy lack time to write about it and those who write 
lack very much diversified experience with it. 

Part of the difficulty with the literature lies in the fact that it fails to come to 
grips with certain essential data. These data include the fact (1) that all therapists, 
of all shades of opinion and degrees of formal training, get results—and suffer fail- 
ures; (2) that therapy is of necessity practiced under the most varied circumstances 
and must, therefore, include techniques of great flexibility; and (3) that criteria for 
measuring even the overall results of therapy are so inadequate that the validity of 
studies purporting to show results related to particular techniques is especially 
doubtful. 

The apparent paradox that therapists of diametrically opposed philosophies 
are successfully using very different techniques on the same type of disorders has 
been emphasized before by the writer“? and others. The contrast between ortho- 
dox analysis or nondirective therapy and ‘“‘conditioned reflex therapy’’, as outlined 
recently by Salter“, is a striking example. But the point is more impressive still 
when we remind ourselves that the major share of psychotherapy done today is per- 
formed by people who are not even called therapists: ministers, general practitioners, 
teachers, social workers, lawyers, domestic relations and juvenile judges, probation 
officers and by laymen including ex-alcoholics, Big Brothers, Scout masters, and 
others. Any psychotherapist close to community life knows that these people, who 
usually lack formal psychological training, treat some cases as difficult as his and 
frequently with as much success as he achieves. 

By adopting either a psychoanalytic or a nondirective approach, it is possible 
for a therapist to have at his disposal a fairly consistent theory, philosophy, or set 
of techniques and to find ample material in the literature describing them. Un- 
fortunately, neither of these therapies can ever meet the practical demand for 
psychological treatment. The duration of orthodox analysis makes it uneconomic 
and feasible only for research, training, and the treatment of a minute segment of 
society. Orthodox nondirective therapy, on the other hand, is circumscribed by : 
rigid philosophy which disqualifies it in situations where the need for therapy is not 
already recognized by the patient or where therapy must be undertaken under com- 
pulsion or pressure. Since most therapists, especially those not in private practice, 
receive many patients who have to be rather ‘“‘directively”’ led to understand why 
they were referred or committed and why they should undergo therapy“, a non- 
directive technique cannot be employed consistently. Finally, the therapist who 
must see a dozen patients a day or can see patients only once a fortnight is forced 
to try methods of a more flexible sort. 

The problem of adequate criteria hampers those who desire to investigate ther- 
apeutic successes and failures. This problem is present even in the individual case, 
as every experienced therapist knows, since he has had many people who felt they 
were better though he could detect no change and sometimes has had people who 
seemed to gain insight and develop appropriately under therapy only to end it in 


_*This paper was prepared at the suggestion of Dean I. G. Williamson following a talk on this 
subject by the writer, then Clinical Psychologist in the Student Counseling Bureau at the University 
of Minnesota. 
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essentially the same condition as when they began. The more or less eclectic thera- 
pist, who learns to live with the uncomfortable feeling that he is operating on whims 
and hunches in the selection of his techniques in a specific case, cannot but wonder 
at times if it makes any difference what methods he employs. Unfortunately, many 
advocates of particular therapies have overlooked the warning by Rosenzweig that 
“the effective factors in any form of psychotherapy are not necessarily those upon 
which its proponents insist’’.“® But it is difficult to determine what the effective 
elements are because of the neglect of research on criteria. 

It is the purpose of this paper to encourage the search for a point of view which 
may clarify the conflicting reports of the efficacy of diverse methods of psycho- 
therapy, and to direct attention to the common features of all methods. As a be- 
ginning it may be suggestive to examine briefly the basic universal of all individual 
psychotherapy: the interpersonal relationship between patient and therapist. 
Whether the relationship is “‘client-centered” in the Rogerian sense, whether the 
therapist uses suggestion, advice, persuasion, general semantics, reflection of feeling, 
free association or any of a score of other techniques—there are certain common 
elements in the patient-therapist relationship which may help explain why so many 
different methods work and may shed some needed light on the process of therapy 
itself. 

Judging from the literature, rapport is a universal element of therapy. To be 
en rapport implies, Webster says, ‘‘an intimate and harmonious relationship.”’. Ther- 
apists have elaborated the definition as “confidence of the patient that the therapist 
is both willing and able to help him’, a feeling ‘‘of confidence . . . a composite of 
trust, respect, and liking for the therapist’ ®”, ‘‘a relationship . . . in which the 
(patient) is optimally cooperative, exerts his best effort to do well ...’"*) Rog- 
ers“, P. 87) mentions ‘warmth and responsiveness” on the part of the counselor 
as essential for establishment of rapport, and Williamson °°) emphasizes ‘‘a deserved 
reputation for competence, kindliness, respect for the students’ individuality and 
the keeping of confidences.”’ Essentially, the patient needs to feel that the therapist 
is interested in him as a person and that he can be trusted with thoughts and feel- 
ings ordinarily withheld from others. It is not even established that the patient must 
think the therapist can help him as long as he is willing to try talking about himself. 

A second universal element might be called acceptance of the patient. ‘The 
therapeutic relationship is an unusual one in which the patient . . . is met by an atti- 
tude of unconditional acceptance, a point common to all systems of psychother- 
apy”’.°? Unfortunately, there is considerable confusion in the literature over the 
definition of acceptance. Levine“? implies it is a “positive attitude (which) is non- 
condemning and non-critical, non-judgmental .. . ’’ The Rogerians have strongly 
emphasized acceptance; indeed, they sometimes write as if they had invented it. 
They would probably accept Levine’s definition but might further restrict it to re- 
quire a complete lack of evaluation of:any sort, expressed or felt, on any attitude or 
feeling revealed by the client. Obviously, such a definition of acceptance would 
remove it from any list of universal elements, since many therapists reserve the 
right to express their opinions and attitudes quite freely. These therapists never- 
theless offer acceptance to their patients if we define giving acceptance as conveying 
to the patient that the therapist appreciates his basic human worth regardless of the 
thoughts, feelings and attitudes—good or bad—which he may express. 

The client or patient must, it is true, feel that he can express any thought with- 
out endangering his acceptance by the therapist, but it is unnecessary that the 
therapist pretend to be an amoral, acultural being without opinions, beliefs or atti- 
tudes. The therapist’s value to the client stems partly from the fact that he is a 
member of society and possesses or is familiar with the mores and morality of the 
culture. A patient desiring to master his homosexual impulses would hardly seek 
the help of a satisfied invert. If I tell a client that his hostilities toward his parents 
are disproportionate to the provocations he cites, this is not nondirective accept-' 
ance, but it will not impair the therapeutic relationship so long as the patient realizes 
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that my conviction does not alter my respect for him as a person and my willingness 
to help him if I can. It is nonsense for the therapist to pretend that he does not make, 
in general, the same moral judgments as society at large, for the client infers that he 
does anyway. What is vital in all forms of therapy is that the client perceives that, 
despite the ‘“‘badness”’ in him, the therapist regards him as a fellow human being, 
worthy of respect and help, with a capacity for better things. 

The third element which appears to be inherent in the therapeutic relationship 
is support. This element will be rejected by those who believe they can do therapy 
without offering support or that support is inimical to the growth of independence, 
both of which convictions are unjustified. A person undertakes psychotherapy when 
he perceives himself unable to cope with his problems without assistance: he seeks 
help and he finds support in his relationship with the therapist as he strives to de- 
velop the capacity to meet life on his own. The parallel to the parent-child relation- 
ship has often been emphasized by analysts. The degree of support provided by any 
therapeutic relationship varies, it is true, according to the anxiety of the patient 
and the methods employed by the therapist, but it is impossible to conceive of the 
relationship devoid of support. Moreover, rather than being inimical to the develop- 
ment of independence, the supportive aspect of the therapeutic relationship appears 
necessary to it. Combs? observes: 


“In a sense this atmosphere might be described as a sheltered atmosphere 
in which the client is protected from the ordinary disruptions of daily life which 
make it difficult for him to examine himself freely.” 


To enable a client to relinquish crippling, self-defeating defense mechanisms he must 
be given support, for the process is not a uniformly pleasant one. This support may 
consist of manipulating the environment to reduce its threatening aspect, of removal 
to a hospital where the patient is more completely protected from external demands, 
or more commonly it may consist simply of the patient’s knowlege that the therapist 
is aware of his fears and anxieties, is helping him to cope with them, and is available 
should they become overpowering. Part of the therapist’s function is to provide 
support against psychological threats until the patient is able to reorganize himself 
to face them alone. But the reorganization cannot occur in the absence of the pro- 
tection and support any more than an army can reorganize while under constant 
attack. Estes“? summarizes the point by saying: 


“|. arelationship giving support in the sense of giving security and under- 
standing, may perform a catalytic function. Such a relationship induces a set of 
conditions in the client which permit and encourage the observing, the thinking, 
and the enlargement of social experience which in turn bring-about a reorganiza- 
tion of the handicapping self-other assumptions.” 


Two final elements implicit in any therapeutic relationship deserve brief men- 
tion. The status factor in the therapeutic relationship is frequently overlooked; 
occasionally someone is so naive as to deny its existence “*, In any therapeutic 
relationship the therapist is accorded superior status by the client. Undoubtedly 
this factor tends sometimes to influence adversely the course of therapy and I sus- 
pect that behavior attributed to transference might sometimes be more parsimon- 
iously interpreted as reactions to status factors in the relationship. The therapist’s 
high status may stem, of course, from the fact of his membership in the professional 
and intellectual class. Regardless, however, of the objective, measureable aspects 
of status, the person in our culture who undertakes therapy lowers his status in 
his own eyes and, I fear, in the eyes of most others. Thorne “* writes: 


“Almost all psychotherapy is to some degree disturbing to the patient be- 
cause it is deflating to the ego to be so maladjusted that it becomes necessary to 
place onesself in the embarrassing position of having to admit failure and seek 
help from others.” 
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The therapist who does not recognize the status factors in therapy or whose needs 
for self-effacement are so strong that he tries to deny the status accorded him cannot 
readily understand the therapeutic relationship. He is in the position of the army 
officer who tries to be “just one of the men”’ or the father who fancies himself a “real 
pal” to his adolescent children and their friends. 

Finally, the therapeutic relationship is a controlled and limited one in that the 
therapist attempts to control carefully his emotional involvement with the client 
and establishes definite boundaries for the relationship. Rogers“ writes: “‘From 
the counselor’s point of view, (the relationship) is a definitely controlled one, an 
affectional bond with defined limits. The counselor must control his identification in 
order best to serve the patient he is helping.”’ This reserve on the part of the therapist 
is stressed even more by the psychoanalysts ‘*- 1! P- 223) and seems a generally 
accepted characteristic of psychotherapy. The “‘limits’’ of the therapeutic situation 
have received more extensive discussion with regard to play therapy, but clearly 
defined limits are implicit or explicit in therapy with adults, e.g. the clients must 
come and leave at the appointed times, must talk or listen, may not strike or em- 
brace the therapist. Bixler®’ comments aptly: 

“Limits have a role in all treatment methods, whether the client is adult 
or child, withdrawn or aggressive. It may be this very universality which ac- 
counts for the scanty material available in the literature. Obvious differences 
in therapy are sufficiently stimulating and threatening to hold our attention in 
spite of the fact that problems common to all therapists are being resolved at 
an equally rudimentary level.”’ 


To summarize: the therapeutic relationship, regardless of the system or methods 
of therapy employed, possesses common factors—a feeling of rapport through which 
the patient discovers that he is accepted as a person and can find support in the 
therapist, whom he accords superior status and who sets limits on the relationship 
and controls his own involvement in it. In this basic given relationship between 
patient and therapist lies the secret of the efficacy of much of today’s therapy. Hath- 
away “) asserts: ‘It is likely that rapport as an interpersonal relationship between 
client and the well-meaning counselor is, in itself, a powerful therapeutic factor.” 
Reading the testimonials to nondirective therapy published by Rogers and his 
associates, one senses that many of them actually describe the basic relationship dis- 
cussed here and that the specific nondirective techniques may be quite incidental. 
To take one example“): 

“T was the one that mattered, my thinking was the thing that was im- 

portant and my counselor was almost a part of me working on my problem as 1 
wanted to work on it . . . Several times, by his use of analogies, he would help 
me see the significance of what I said . . . the counselor’s complete acceptance, 
his expression of the attitude of wanting to help the client and his warmth of 
spirit as expressed by his whole-hearted giving of himself to the client in com- 
plete cooperation with everything the client says or does are basic in this type 
of therapy.” 


The attitudes apparently engendered in this client are basic to all types of therapy. 
Coleman“ has summarized the point well: 


“Actually, the doctor-patient relationship is not a tool or instrument of 
psychotherapy; it is the primary process itself. It is the stage and the play, and 
not merely the way in which the lines are read. Unfortunately, the psychiatrist 
in training too often conceives of psychotherapy as a specific technique or 
group of techniques rather than, in its most fundamental aspect, as an exper- 
ience in human relationship and understanding.”’ 


Some very interesting research by Fiedler tends to establish the fact that expert 
therapists of different “‘schools’’ tend to agree with one another in their definition of 
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the ideal therapeutic relationship“ and, furthermore, that ‘‘the therapeutic relation- 
ship created by experts of one school resembles more closely that created by experts 
of other schools than it resembles relationships created by non-experts within the 
same school.’’) While Fiedler was concerned with psychoanalytic, nondirective and 
Adlerian therapy, it seems possible that similar findings might apply to therapists 
with more active or directive approaches. 

Attention has been directed to the fact that our lack of progress in understand- 
ing the process of therapy and in developing a systematic methodology may lie partly 
in our preoccupation with specific techniques and “schools’’ to the neglect of what 
may well account for the most significant share of the behavioral changes produced 
by psychotherapy—the interpersonal relationship itself. Caution is recommended in 
attributing to particular methods cures which may be explicable in terms of the 
salutary effects of the relationship with a therapist per se. Certainly if it can be 
established that the relationship itself is the most important factor then it would 
seem that a study of the common factors of the relationship, such as those suggested 
in this paper, should enable us to understand better how we are accomplishing our 
results and help us to utilize our verbal behavior more deliberately to manipulate 
the relationship and enhance its effects. 
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AGGRESSIVE REACTIONS AND SOURCES OF FRUSTRATION IN 
ANXIETY NEUROTICS AND PARANOID SCHIZOPHRENICS! 


EMANUEL STARER 


Veterans Administration Hospital 
Coatesville, Penna. 


PROBLEM 


The purpose of this investigation was to determine whether reliable differences 
exist in the type and direction of aggression and the sources of frustration as shown 
by the results of the Rosenzweig Picture-Frustration Study, Rorschach findings, and 
case history material for a group of anxiety neurotic patients and a group of paranoid 
schizophrenic patients. Aspects of the main problem which were investigated in- 
cluded the following: (1) A comparison of the responses on the Rosenzweig Picture- 
Frustration Study of the anxiety neurotic group and the paranoid schizophrenic 
group with those of normal persons. (2) A comparison of the time necessary to com- 
plete the Picture-Frustration Study for the anxiety neurotic group and the paranoid 
schizophrenic group. (3) A determination of the relationship between outward 
aggressive responses on the Picture-Frustration Study, and ascendance, as meas- 
ured by the Allport Ascendance-Submission Study, for the anxiety neurotic and 
paranoid schizophrenic groups. (4) A comparison between the findings of Wechsler 
on the Wechsler-Bellevue Intelligence Scale for the neurotic and schizophrenic 
clinical groups and the results obtained in this investigation. (5) A determination of 
whether reliable differences exist in the Rorschach scoring categories for the anxiety 
neurotic and paranoid schizophrenic groups. (6) A qualitative comparison of the 
frustrations experienced by the anxiety neurotic and paranoid schizophrenic groups 
as determined by psychiatric case histories. 


PROCEDURE 


Seventy two patients, thirty six anxiety neurotic and thirty six paranoid schizo- 
phrenic subjects, diagnosed by psychiatrists, constituted the research population. 
No patient was included who had any detectable organic involvement which could 
in any way influence the results. Further, only patients on whom a Rosenzweig 
Picture-Frustration Study record, an Allport Ascendance-Submission Reaction 
Study record, a Wechsler-Bellevue Intelligence report, a Rorschach protocol, and a 
psychiatric case history could be obtained, were selected. Finally, only male vet- 
erans of World War II, between the ages of 20-40 years, and capable of reading and 
writing English were considered. The anxiety neurotic and paranoid schizophrenic 
groups were then equated for age, educational achievement, IQ as obtained by the 
Wechsler-Bellevue Intelligence Scale, and type of occupation. 

The instruments used in the collection of data for this research consisted of the 
Rosenzweig Picture-Frustration Study, the Allport Ascendance-Submission Re- 
action Study, the Wechsler-Bellevue Intelligence Scale, the Rorschach test, and 
psychiatric case history findings. 

The medians and quartiles of percentages in the various scoring categories of 
the Picture-Frustration Study were calculated for the anxiety neurotic and the 
paranoid schizophrenic groups. Critical ratios for the anxiety neurotic and paranoid 
schizophrenic groups on the various scoring categories of the Picture-Frustration 
Study were also computed. A comparison of the time in minutes taken by the 


1Adapted from a thesis submitted in partial fulfillment of requirements for the degree of Doctor 
of Philosophy at New York University, 1950. The author wishes to acknowledge his indebtedness to 
Dr. Brian Tomlinson, chairman, Dr. John Rockwell, and Dr. Samuel McLaughlin, committeemen, 
Miss Janet Fritz, and Dr. Avrum Ben-Avi for their assistance. 

The statements and conclusions published by the author are a result of his own study and do not 
necessarily reflect the opinion or policy of the Veterans Administration. 
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anxiety neurotic and paranoid schizophrenic groups to complete the Picture-Frustra- 
tion Study was made and the critical ratio computed. Finally, a comparison of the 
results obtained in this investigation with those obtained by Rosenzweig for his 
standardization group was made. 

The correlations between the scores on the Ascendance-Submission Study and 
the percentage of extrapunitive responses on the Picture-Frustration Study for the 
anxiety neurotic group and for the paranoid schizophrenic group were determined 
by means of the Pearson r. 

The Wechsler-Bellevue Intelligence Scale was used to determine how the test 
characteristics reported by Wechsler for a group of neurotics and a group of schizo- 
phrenics compared with the test characteristics obtained in the present investigation 
for the anxiety neurotic and paranoid schizophrenic groups. 

Rorschach factors and their ratios, percentages, and other data which are 
essential to an understanding of Rorschach records from a quantitative point of 
view were calculated and tabulated. Means, standard deviations, and t values char- 
acterizing differences between the anxiety neurotic and paranoid schizophrenic 
groups on the various Rorschach factors, were computed. 

The case histories were used to provide information concerning the subjects’ 
marital status and sexual experiences, and the conditions reported by the subjects 
as conducive to the causation of frustration. The symptoms and complaints, and 
background histories of the subjects were studied to determine the similarities and 
differences between the anxiety neurotic and the paranoid schizophrenic groups. 


RESULTS 


An examination of the Picture-Frustration Study results showed that the 
direction of responses in the extrapunitive direction tended to be statistically sig- 
nificant at the one percent level for a group of 36 paranoid schizophrenics when com- 
pared to a group of 36 anxiety neurotic patients. This tended to substantiate Rosen- 
zweig’s theoretical formulation concerning the nature of the responses to be expected 
in the paranoid category. Secondly, the anxiety neurotic group produced a greater 
percentage of responses in the need-persistence response category, statistically sig- 
nificant at the 1.3 percent level, when compared to the responses of the paranoid 
schizophrenic group. Finally, the Group Conformity Rating was the most discrim- 
inating measure in differentiating between the two groups, being significant at the 
one percent level. 

An analysis of the test characteristics on the Wechsler-Bellevue Test showed 
a lack of any definite psychometric pattern which can be labeled as anxiety neurotic 
or paranoid schizophrenic, as determined in this investigation. 

No reliable differences in the responses on the Allport Ascendance-Submission 
Reaction Study were found for the groups. The correlations between the scores on 
the Ascendance-Submission Study and the percentage of extrapunitive responses 
on the Picture-Frustration Study for the anxiety neurotic and paranoid schizophrenic 
groups were —.008 and —.133, respectively. The use of the Ascendance-Submission 
Study as a possible clinical instrument in differentiating the clinical groups studied 
in this investigation was not satisfactory. 

An examination of the Rorschach findings showed that only one factor, the F 
plus percent showed some differentiation between the anxiety neurotic and para- 
noid schizophrenic groups. This was significant at approximately the 3 percent level 
of confidence. Other signs, reported by investigators, did not appear sufficiently 
to be regarded as important differentiating factors. 

From the case history findings it was determined that the conditions conducive 
to frustration in the anxiety neurotic and paranoid schizophrenic groups did not 
differ from each other markedly in quality. Probably the intensity of the frustration 
was much greater in the schizophrenic group, thus leading to an eventual break 
with reality. 
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SUMMARY 


The results of the present investigation suggest the use of the Rosenzweig 
Picture-Frustration Study as an experimental technique in the further testing of 
Rosenzweig’s frustration theory with respect to other clinical categories such as the 
hysterical group, the obsessive-compulsive group, and the hebephrenic type of 
schizophrenia and noting whether other formulations can be verified. An investiga- 
tion into the nature of aggressive responses on the Rorschach and Rosenzweig Pic- 
ture-Frustration Study and their relation to actual life behavior, appears warranted. 


A STUDY OF THE SHORTENED GROUP AND INDIVIDUAL FORMS 
OF THE MMPI* 


GORDON L. MACDONALD 
Toledo State Hospital 


Numerous studies @: *, 5 7, 8, ® 19 have made various comparisons of the group 
and individual forms of the MMPI. While the shortened forms are not recom- 
mended“: >. 7), data do not appear to be available on the comparison of both forms 
shortened to the 356 scorable items. The purpose of this investigation was to com- 
pare both forms of the MMPI shortened to these scorable items. 


PROCEDURE 


The population was a group of high school graduates consisting of 50 males and 
33 female students at the University of Toledo enrolled in psychology courses, and 
34 student nurses affiliating at Toledo State Hospital for training in psychiatric 
nursing. 

The group form of the MMPI as used in this study had the second entry of the 
sixteen duplicated items masked out; a red line drawn after item 365, and the K 
scale items past this point checked with red pencil. The subjects were instructed to 
answer all items to 365 and those checked beyond that point. The cards of the in- 
dividual form were paired with the items on the group form so that both forms con- 
tained the identical 356 items. 

There was a one week interval between test and retest. The student nurses took 
the group form first and the college students the individual form. Scoring was by 
means of hand stencils. Statistical computations were done by machine method. 

Interscale coefficients were computed for both forms and for raw scores and 
T-scores. Test-retest coefficients were computed as were also the critical ratios of 
the differences between the means of both forms. The difference of test performance 
for the sexes was also compared by means of the critical ratios. 

RESULTS 
Interscale coefficients. The interscale coefficients for both forms showed quite a 
scatter. The T-score correlations were reduced from the raw score coefficients. An 
r of .180, for this size population (N = 117), is significant at the 5% level. 

The individual form raw scores yielded coefficients ranging from —.790 to .832. 
There are 48 coefficients of a total of 78 that are above the level of significance; of 
the remaining, 22 are below .10. The group form raw scores range from —.772 to 
.816. Forty-five of these are above the level of significance and 23 below .10. The 
individual form T-scores range from —.168 to .747 with 35 being above .180 and 29 


*Mrs. Janet Becker gathered the data used in this study. Professor Paul Stansbury, Chairman 
of the Psychology Department of the University of Toledo also cooperated in making available the 
students and facilities of the University. 
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below .10. The T-scores on the group form ranged from —.410 to .733 with 31 being 
above the level of significance and 34 below .10. While a number of these co-effi- 
cients are higher than is considered desirable none were over .866 which would re- 
duce the error of prediction by fifty percent “©. 


Comparison of Forms. The coefficients and the critical ratios of the differences be- 
tween the means of the two forms are shown in table 1. Prediction from test-to- 
test would be more reliable for the raw scores than for the T-scores. However, the 
the coefficients for both scoring methods are not large enough to make reliable in- 
dividual predictions from one form of the test to the other. The critical ratios show 
that the coefficients for the Ma scale are statistically significant at the 1% level and 
those for the Pd scale significant at the 5% level. 


TABLE 1. COEFFICIENTS OF CORRELATION AND CrITICAL RATIOS FOR THE COMPARISON OF THE 
SHORTENED GROUP AND INDIVIDUAL ForMs OF THE MMPI 








r r C.R. CLR. 
Seales Raw Scores T-Scores Raw Scores T-Scores 


.620 415 2.676 .039 
.705 .716 1.215 .699 
.718 .683 O91 .108 
.593 567 .745 .493 
768 .748 .514 .614 
.612 542 438 325 
.631 .588 2.802 594 
-880 .729 1.691 . 752 
507 465 1.379 .976 
730. _. 665 366 122 
.820 . 709 A778 .779 
.750 .710 3.247 .610 





Tasie 2. Critica, Ratios BETWEEN THE MEANS FOR THE COMPARISON OF THE SEXES ON THE 
SHORTENED ForMs OF THE MMPI 





Individual Group 
Form Form 


, Scores T-Scores T-Scores 


Raw Scores 


.062 .187 1.551 449 

342 3.133 4.057 .972 

2.189 2.756 2.265 .403 

124 1.631 1.011 874 

.033 2.604 .770 329 

O19 1.685 2.574 591 

227 653 1.827 .088 

503 2.295 2.015 255 

Pa 297 438 110 124 
Pt 145 : 1.269 .389 
Se 3.059 2.45% 3.673 3.660 
Ma 3.183 .- 2.8 3.219 3.229 


Comparison of Sexes. The data for the comparison of the sexes are given in table 2. 
The individual form has four C.R.’s. (F,Mf,Sc,Ma) above the 1°% level of signi- 
ficance and two (K,Pd) above the 5% level. The T-scores have only one above the 
1% level (F) and six (IXK,D,Mf,Pt,Se,Ma) above the 5°; level. The group form raw 
score comparisons show four C.R.’s (F, Mf, Se, Ma) above the 1°; level and two 
(K,Hy) above the 5% level. The T-scores show four scales (F,Mf,Sc,Ma) above 
the 1°% level and three (IK,D,Pt) above the 5°@ level. 
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Discussion 


Validity. The values of the interscale coefficients are such as to indicate a question- 
able validity. Validity is affected by the scoring method with the T-score coeffii- 
cients being lower than those obtained for the raw score comparisons. The rcsults 
also indicate the group form as being more valid than the individual form. 


Reliability. The test-retest coefficients also indicate a questionable reliability. Co- 
efficients of .866 should be obtained in order to increase the efficiency of prediction 
above chance by fifty per cent. In only one case, the raw scores on the Mf scale, 
was such a value exceeded. The dispersion of the scores on the Pd and Ma scales, 
as indicated by the critical ratios, shows that a significant difference exists between 
the two forms for this population. 


Other Factors. The doubtful validity and reliability of the two shortened forms of 
the MMPI needs to be considered from aspects other than the statistical data. The 
population does not cover the entire area of the curve of normal distribution so that 
data analysis is adversely affected. Another factor to be considered is that normal 
scores cover a wide range. Such a dispersion of, scores results in differences arising 
within the normal range which may well be significant. Cronbach“? has called at- 
tention to the fact that studies of the MMPI with college students have not always 
been trustworthy. 


SUMMARY 


A study of the shortened group and individual forms of the Minnesota Multi- 
phasic Personality Inventory was conducted on a selected population of high school 
graduates. The data revealed discrepancies of such a nature as to raise questions of 
the validity and reliability of the shortened forms. The population selected is in part 


responsible for the discrepancies noted. The wide range of normal scores on the 
various scales is also partly responsible for the discrepancies. However, for two forms 
of a test consisting of identical items the results leave much to be desired. 
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A NOTE ON THE PASCAL AND SUTTELL SCORING SYSTEM OF THE 
BENDER-GESTALT TEST* 


MILTON C. ADDINGTON 


Kennedy Veterans Administration Hospital 


PROBLEM 


As part of a larger study concerned with aspects of the reliability and validity 
of certain currently-used scoring and interpretive methods of the Bender-Gestalt 
test, test-retest records of schizophrenic and nonclinical subjects were scored after 
the manner proposed by Pascal and Suttell®. The purpose of this portion of the 
study was to investigate the reliability and validity of the Pascal and Suttell scoring 
system when it was applied to records obtained from a population different from 
the one upon which the method was standardized. 


MeErTHOD 


Subjects. The test was administered to an experimental group of 43 white 
schizophrenic subjects (26 male, 17 female) and to a control group of 43 white non- 
clinical subjects. In the attempt to avoid to some extent the problem of incorrect 
diagnosis, only those patients who had been diagnosed schizophrenic for two or more 
years were included in the experimental group. Subjects ranged in age from 18 to 56 
Nonclinical subjects were paired by age, sex, and education with the schizophren' 
subjects. Because of difficulties inherent in the concept of “normal,’’ no claim * 
normality was made for these subjects. They were, however, nonclinical individua 
who had never been under psychiatric care and who appeared to be making an ade- 
quate adjustment to their environment. 


Administration. Ten different examiners, all advanced students in psychology, 
administered the test. In order to eliminate familiarization with all the test records 
in advance of scoring, it was deemed advisable that the writer should not administer 
all the tests himself. Subjects were retested after an interval ranging from 14 to 
17 days. 


Scoring. Each of the records was scored by the writer. The method of using 
only one scorer was chosen in order to provide greater consistency than would have 
been obtained if various scorers had been used. Records of schizophrenic and non- 
clinical subjects were randomized by a colleague by means of a table of random 
numbers, and all identifying marks were removed. The scorer, therefore, did not 
know whether the record being scored was that of a schizophrenic subject or a non- 
clinical subject. This was done for two reasons: (1) to prevent the possibility of 
biased scoring, and (2) to randomize any scoring errors which might exist. 





RESULTS AND D1scUSSION 

Test-retest reliability coefficients of .71 for the schizophrenic group and .76 for 
the nonclinical group were obtained. Pascal and Suttell report a reliability co- 
efficient of .71 after an interval of 24 hours. Table 1 shows the means, standard de- 
viations, and ¢t-ratios. These findings revealed that the Pascal and Suttell scoring 
system as interpreted and used by the writer was valid in the sense that it distin- 
guished between the two groups tested. 

The data of this study indicated that there might have been some effect of 
practice on the retest scores of the schizophrenic group. Pascal and Suttell write: 
“When... we compare mean scores of our test-retest population we find no effect of 


_ *Reviewed in the Veterans Administration and published with the approval of the Chief Medical 
Director. The statements and conclusions published by the author are a result of his own study and 
do not necessarily reflect the opinion or policy of the Veterans Administration. 
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TaBLe 1. MEANs, STANDARD DEVIATIONS, AND t-RaTIOs OF SCORES OBTAINED BY UsE OF THE PascaL 
AND SUTTELL ScoRING SysTEM 


Schizophrenic Nonelinical 
I 


Mean Raw Mean Raw S.D. Confidence 
Score Seore Level 


49.5 4. 30.5 3.85 .001 


Retest 41.0 21. 27.0 : 3.27 .O1 


practice’ @, P'S). The mean raw scores for both groups were lower on the second ad- 
ministration of the test, the difference between test-retest means of the schizophrenic 
group being statistically significant. The tendency of the tested schizophrenic sub- 
jects to reproduce the designs on the second administration with fewer deviations 
from the stimulus cards was seen also when records were examined for the appear- 
ance of Hutt’s diagnostic signs. 

Although the differences between the means of the control and experimental 
groups for both original and repeat administrations were statistically significant, the 
differences were not sufficiently great, nor the reliability sufficiently high, to allow 
the clinical psychologist to make individual prediction with confidence. The writer 
found, as did Pascal and Suttell, overlapping of nonclinical and schizophrenic scores. 
No satisfactory cut-off point could be established. 

When the subjects’ scores on test and retest were examined individually, a good 
deal of variability was observed. Changes in scores for the schizophrenic group 
ranged from zero to 52, and for the nonclinical group, from one to 46. Seventeen per 
cent of the subjects showed changes in scores greater than the larger of the standard 
deviations. It would have been wise, therefore, to exercise caution in making any 
estimates concerning severity of illness or ego-strength on the basis of the scores. 

Although successful in differentiating the groups, the Bender-Gestalt test scored 
by the Pascal and Suttell method would not, alone, have answered satisfactorily 
for the clinical psychologist the question, ‘Is the patient psychotic?” Pascal and 
Suttell make this point clear: there is a margin for error in the use of the method, 
and it is proposed only as a screening device. 


SUMMARY AND CONCLUSIONS 


The purpose of the study was to investigate the reliability and validity of the 
Pascal and Suttell scoring method of the Bender-Gestalt test. Differences between 
means of nonclinical and schizophrenic scores were statistically significant, indicat- 
ing that the scoring method was valid in the sense that it distinguished between the 
patient-nonpatient groups tested; reliability coefficients were reasonably high. The 
results, however, showing individual variability between test and retest scores, were 
in agreement with the caution of Pascal and Suttell that the scoring system should 
be used only as a screening device and in conjunction with other tests. 
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THE RELATIONSHIP BETWEEN DEFINITENESS OF PSYCHIATRIC 
DIAGNOSIS AND SEVERITY OF DISABILITY* 


WILLIAM A. HUNT CECIL L. WITTSON 
Northwestern University University of Nebraska, College of Medicine 


AND 


EDNA B. HUNT 


INTRODUCTION 


In the course of an extensive investigation of the efficacy of Naval neuropsychia- 
trie screening during World War II the authors have concerned themselves with the 
validity “- 7 and reliability “? of the diagnostic process. As Magaret points out, we 
need both a philosophy of diagnosis and a sophisticated understanding of its nature 
and function if we are to overcome our present difficulties with it“. In our work 
we have found it helpful to think of diagnosis, not as a unique and special kind of 
professional performance, but as one example of the broader phenomenon of human 
judgement. The advantage of this point of view lies in the fact that while little ex- 
perimental data have been gathered on diagnosis, a great deal has been obtained 
upon judgment, and the application of our general knowledge of judgment to a 
specific type of judgment, namely to “‘diagnosis,’’ may enable us to see this common 
clinical practice in a new and suggestive light. The previously discovered curve of 
diminishing returns in neuropsychiatric screening @: *) is another way of saying that 
the more difficult a judgment is to make the less valid it will be. In our study of the 
reliability of diagnosis“? we found that reliability diminishes as we proceed from 
broad inclusive class Gategories to narrower, more specific ones. 

The hypothesis which we wish to test here is this: The ability to attach a diag- 
nostic label is dependent upon the amount of disability in the patient to be diagnosed. 
Stated otherwise—two groups of suspected neuropsychiatric cases, one of which can 
be definitely diagnosed and the other of which cannot, should differ in the subsequent 
amount of neuropsychiatric difficulty they later exhibit in a military situation. More 
interesting than the hypothesis itself perhaps are its implications. If it can be sus- 
tained, it would imply (1) that the conventional practice of diagnosis current in 
present day psychiatry is an orderly, lawful, and valid one; and (2) that it can be 
applied with predictive value within a social situation such as military service. 


MeEtTHOD AND RESULTS 


The experimental samples were taken from the files of the Psychiatric Unit, 
USNTC, Newport, R. L., during World War II. They represent men referred to 
the neuropsychiatric observation ward because of difficulty in adjusting to Naval 
life, but subsequently adjudged able to render service despite their difficulties and 
returned to duty. From the files for 1942 it was possible to locate 126 cases in whom, 
despite the presence of some indication of neuropsychiatric difficulty, the clinician 
concerned was unable to attach a definite diagnostic label. These men were con- 
trasted with a group of 126 cases to whom diagnostic labels were attached. The 
same was done for 1943, and for 1944 except that in this last year samples of 93 only 
could be located. All diagnostic conditions were represented in the samples, and the 
diagnoses were made by some twenty different clinicians. The subsequent neuropsy- 
chiatric discharge rate until the end of the war (defined as December 31, 1945) was 
obtained directly from the individual health records of the men concerned. 


*This study is part of a larger project subsidized by the Office of Naval Research under their 
policy of encouraging basie research. The opinions expressed, however, are those of the individual 
authors and do not represent the opinions or policy of the Naval service. 
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TABLE 1. INCIDENCE OF SUBSEQUENT NEUROPSYCHIATRIC DiscHARGE AMONG Groups DIFFERING 
IN DEFINITENESS OF DIAGNOSIS 


1942 1943 1944 





70 NP 


Board _2i. 4 


Diagnosed 26 bb ). 9 


Undiagnosed 26 8. 7 
No NP 2 “0.0 : 317 


Table 1 shows the results. For each of our three years the diagnosed group ex- 
hibits approximately twice as many cases of subsequent separation from the service 
for neuropsychiatric reasons as does the undiagnosed group. The exact agreement 
between the figures for 1942 and 1943 is not an error in the table but a mere co- 
incidence of sampling. Our hypothesis is thus confirmed. 

Wi e next decided to extend our samples to form a dimension of “severity of dis- 
ability’’ by including at one end a group of diagnosed cases each of whom was felt 
to be possibly unfit for further service and consequently referred by the psychiatrist 
to the next higher authority, the Aptitude Board, for final decision; but each of whom 
was sent to duty by the Board after careful consideration. At the other end of the 
scale we added a group of false positives, or men referred to the observation ward 
for examination but judged by the examining clinician to be “normal”’ or free from 
any positive symptomatology. We thus have a continuum of severity running from 
cases considered by the Aptitude Board at one end, through cases with a definite 
diagnosis and cases not diagnosed, to cases judged free of any neuropsychiatric 
difficulty. Unfortunately the samples ava lable were small. 

We posited the hypothesis that amount of subsequent neuropsychiatric attri- 
tion would be in direct ratio to our “dimension” of severity, ie., the more severely 
disabled the group was — rs to be, the greater its rate of subsequent neuropsy- 
chiatric difficulty. As Table 1 also shows our hypothesis is confirmed. 

In conclusion, the implications of our results for Naval neuropsychiatric screen- 
ing should be mentioned. It is apparent that we have here a group of clinicians that 
are making valid differentiations involving judgment of the severity of neuropsy- 
chiatric disorder in a group of recruits. That the valid exercise of the diagnostic 
process exhibited here did result in successful screening has been confirmed else- 
where“: ?, *), 
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EDITORIAL OPINION 





PROBLEMS OF HUMAN EFFICIENCY IN CLINICAL PSYCHOLOGY 


For more than 40 years, psychologists have been striving to discover tests and 
measures which would correlate highly with success as reflected by efficient perform- 
ance. In the beginning it was somewhat naively assumed that success was highly 
correlated with native ability in the sense that high intelligence was presumed to 
indicate great potentialities for successful achievement. Over the years it became 
evident that native intelligence was only one factor (and perhaps not the most 
important) contributing to efficient performance, and that emotional stability, 
motivation, general attractiveness of personality and other subtle factors were of 
equal or greater importance. Unfortunately, realization of the importance of these 
other contributory factors dawned very slowly and it is only very recently that 
clinical psychologists have ceased placing major emphasis on such concepts as IQ 
in their predictions of future performance. The general evolutionary sequence of 
this development in psychology may be summarized as follows: First, it was be- 
lieved that native intelligence was the principal factor contributing to high ac- 
complishment. Second, the discovery that high intelligence did not inevitably make 
for high accomplishment led to the greater emphasis on other factors such as emo- 
tional stability and motivation, and ushered in the development of projective test- 
ing beginning about twenty years ago. This period was highly influenced by psycho- 
analytic concepts and particularly by attempts to comprehend the nature of ‘“un- 
conscious’? mental processes as determiners of behavior. A third period may be 
identified with the development of the statistical methods of factor analysis making 
possible the systematic search for more subtle personality factors hitherto not 
identifiable by grosser methods. 

But even in the hands of the most expert clinicians, the systematic exploration 
of various permutations and combinations of existing psychometric and projective 
methods has largely failed to produce test batteries from which valid predictions of 
“success’’, whether general or specific, could be made. It has become apparent that 
native intelligence is a relatively neutral potentiality for which everything depends 
upon whether it is harnessed to socially useful or destructive ends. Intelligence 
is multipotential in the sense that it can be expressed in many patterns of condition- 
ing, hence the old observation that genius is kin to insanity. Numerous examples 
may be cited of persons with the highest intelligence who become complete social 
misfits because of failure to harness their abilities to useful ends, and conversely of 
morons who are very socially successful because they are efficient in utilizing what 
ability they have. Applied psychology has approached the problem through the 
theory and practice of human efficiency engineering using techniques of job analysis, 
aptitude testing, specialized training and individual counseling to fit the individual 
to the job. In limited applications, such methods have shown high validity and re- 
liability suggesting that much wider large scale efficiency engineering is possible. 
Unfortunately, the “healing” techniques of psychotherapy and the efficiency engi- 
neering techniques of applied psychology have not yet been fully exploited in the 
problem of combining all available techniques in a global approacil: to personality 
adjustment. With the current emphasis on depth analysis of unconscious motiva- 
tions, many clinical psychologists ignore the implications for human adjustment of 
techniques directed toward harnessing personality assets in the direction of making 
behavior more socially attractive and efficient. Even though a person may have 
high intelligence, good emotional stability and intense motivation, there is still the 
problem of systematically making certain that he has learned the specific techniques 
of adjustment in a wide variety of behavior areas. 
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It is fascinating to speculate on the social benefits which would result if all 
people could be brought to maximum efficiency within the limits of their native en- 
dowments. Assuming that human efficiency is distributed in the population accord- 
ing to the normal probability curve, it follows that the average person is only about 
50°) efficient in maximizing his potentialities. At least half the population operates 
so inefficiently as to be unable to break even, while only one in a thousand achieves 
anything approximating maximal efficiency. While it is true that a large segment of 
inefficiency is determined by unconscious or neurotic factors which inhibit potentia- 
tion of intellect, emotional control and motivation, it is also probably true that an 
equally important segment is determined by failures of education and training 
whereby the person fails to learn efficient modes of adjustment in a representative 
cross-section of behavior areas. Our educational system attempts to inculcate 
academic learning but it deals very haphazardly with specialized training in how 
to adjust well in such areas as health, working efficiency, sex and family, practical 
finance, socialization and recreation which certainly determine the success or failure 
of many situational adjustments. If human efficiency engineering is to exert any 
comprehensive influence on all areas of behavior, the clinician should give detailed 
attention to specific mechanisms of adjustment if all areas. 

It is a very simple matter to collect objective and subjective reports concerning 
the client’s efficiency in all areas of behavior. Objective measures obtained from 
rating scales would yield important data which could be arranged to indicate pro- 
files from which specific abilities and disabilities could be quickly identified. Having 
discovered the areas in which the client is behaving inefficiently, job analysis tech- 
niques using detailed clinical observations of the client in action could be used to 
discover the specifie things which the client is doing inefficiently and to elaborate 
their dynamics. Having identified maladaptive patterns, appropriate conditioning 
methods could be used whereby the client could learn more effective modes of ad- 
justment. If such methods could be systematically applied from nursery school 
through college levels, each young person would be continuously exposed to a process 
of evaluation and reconditioning directed toward eliminating blind spots or gaps in 
training before the person became old enough to actually build up major crises of 
adjustment. In our opinion, such training methods would be much more effective 
in youth as part of organized educational procedures rather than being deferred until 
the client had actually become maladjusted and been referred for psychotherapy. 
Such methods would be genuinely prophylactic in addition to their therapeutic 
efficiency after the onset of disability. 

There already exists some empiric evidence concerning the efficacy of such 
methods in rather haphazard applications of the past. Anecdotal evidence has long 
supported the belief that the graduates of certain first-line preparatory schools and 
universities acquire better rounded and more socially sophisticated personalities 
than those who have been exposed to less extensive cultural influences. Certainly : 
grammar school providing exposure to art, music and sports is more stimulating 
than one which does not. The person who has travelled round the world acquires 
more experience than a person who never gets more than 50 miles from home. The 
crucial factor seems to involve intensive personal tutoring in all the areas of human 
experience in order to make certain that each person actually learns the keys to 
efficient situational adjustments. Ideally, the democratic educational system should 
be so organized as to give each child a taste of everything from cooking to fly casting 
to bed etiquette. Before any young person completed his education, he should be 
evaluated at intervals to identify gaps in training. Supplemental materials such 
as visual aids, psychodrama and suitable “how-to-do-it’’ books could be utilized to 
communicate practical details of adjustment. If, even after extensive exposure in 
formal education, the person has still failed to learn certain lessons, the psycho- 
therapist should be prepared to diagnose and treat specific disabilities related to 
situational inefficiency. All this is not to minimize the importance of depth factors 
in disorder where they exist, but simply to emphasize the importance of dealing 
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effectively with human inefficiency resulting from failure to harness native abilities 
properly. 

It does not seem extreme to state that every person could greatly maximize his 
personal efficiency providing that he could gain insight into the problem and develop 
sufficient motivation to translate insight into action. The grammar school student 
may rebel against being included in dancing lessons, the high school student may 
resist learning proper deportment and personal grooming, the college student may 
protest upon being tutored on psychosocial adjustment, and the adult worker may 
resent implications that he is not functioning efficiently, but after these initial pro- 
tests and resistances are overcome, all will benefit from the greater satisfactions and 
happiness resulting from higher accomplishment. Properly handled, people can 
learn to welcome constructive criticisms which may lead to more effective action. 
Allport’s law of functional autonomy seems to apply here. The client may under- 
take retraining in disgruntled manner but once success is experienced, the newer 
patterns are so rewarding as to become associated with much happier feeling tone. 
This is psychotherapy just as much as psychoanalytic explorations of the unconscious. 


F.C. T. 
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CatreLLt, RayMonp B. Factor Analysis. New York: Harper, 1952, pp. 462. $6.00. 


The author is research professor of psychology at the University of Illinois and 
a recognized authority on the application of factor analysis in psychology and the 
social sciences. This book is intended as a textbook and laboratory manual. Detailed 
examples are given of methods of computation. There is a glossary of terms and an 
appendix describing the essential steps in matrix multiplication by electronic digital 
-aleulators. The field of factor analysis is a difficult one to master even for those 
with advanced statistical training but the clear style and practical arrangement of 
this book recommend its use for teaching and laboratory purposes. 


CurRAN, CHARLES A. Counseling in Catholic Life and Education. New York: Mac- 
millan, 1952, pp. 462. $4.50. 


Dr. Curran is professor of psychology at St. Charles College-Seminary, Co- 
lumbus, Ohio. His contributions to the development of counseling methods are ac- 
knowledged in the field. This book represents an attempt to integrate modern scien- 
tific methods of personality counseling with Thomistic philosophical and theological 
conceptions of the meanings of life. Although the practical techniques outlined in 
this book represent a thoroughgoing application of nondirectivism, such methods 
are directively oriented in relation to the ideological doctrines of Catholicism. Al- 
though the client is granted a large amount of responsibility for solving his own 
problems, this activity is carried on under the supervision of a scholastically oriented 
counselor who always represents and makes available the accumulated wisdom of 
the Church. The client is given wide latitude nondirectively in going as far as he 
‘an in solving his problems alone but beyond that, where external help is needed, 
the accumulated resources of scholastic psychology stand ready to bolster and re- 
condition maladaptive attitudes. It is a basic necessity that any directive approach 
to psychotherapy should be based on solid philosophical and psychological orienta- 
tions. For those who accept the Catholic religion, this book represents the most 
solid and authoritative system for personality counseling available at time and place. 


Bropy, EvuGENE B. and Repuicu, Freperick C. (Eds.) Psychotherapy with Schizo- 
phrenics. New York: International Universities Press, 1952, pp. 246. $4.00. 


This volume consists of a symposium of papers originally presented at a Con- 
ference on Psychotherapy with Schizophrenic Patients held in the Department of 
Psychiatry at Yale University on December 6, 1950. Rep ic discusses the concept 
of schizophrenia and its implications for therapy; Bropy contributes a review of the 
treatment of schizophrenia; FROMM-REICHMANN discusses some aspects of psycho- 
analytic therapy with schizophrenics; Lipz and Lipz consider some therapeutic con- 
siderations arising from the intense symbiotic needs of schizophrenic patients; 
FRANK discusses group psychotherapy with chronic hospitalized schizophrenics; and 
WEXLER considers the structural problem in schizophrenia in terms of the role of the 
inner object. Included also are detailed commentaries on the papers by distinguished 
consultants. 


Mert-LeEr, Frep A. (Ed.) Psychosurgical Problems. Philadelphia: Blakiston, 1952, 

pp. 357. 

This symposium represents the second report of the Columbia Greystone Asso- 
ciates, a research team of medical scientists and clinicians, on their further exper- 
iences with topectomy, cortical venous ligation, thermocoagulation and trans- 
orbital lobotomy. The biologic, psychologic and psychiatric alterations produced 
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by these procedures are studied in detail by advanced psychometric methods. Both 
clinical psychologists and neuropsychiatrists will be impressed by the thoroughness 
of these investigations and the significance of the accumulated data. 


Anperson, Haroip H. and ANpEersoN, GLApys L. (Eds.) An Introduction to Pro- 
jective Techniques. New York: Prentice-Hall, 1951. $6.75. 
A distinguished group of American psychologists and psychiatrists present 
a series of papers describing and commenting upon the principal projective tech- 
niques currently available. The editors have done an excellent job of outlining, 
standardizing and integrating the contributions into an authoritative textbook 
which will undoubtedly receive wide acceptance. 


STEINFELD, Jutius I. Therapeutic Studies on Psychotics. Des Plaines, Ill.: Forest 

Press, 1951, pp. 262. 

The author is medical director of the Forest Sanitarium, Des Plaines, Ill. This 
monograph presents the results of his clinical experiences in four papers on the sig- 
nificance of transference-countertransference in the treatment of psychotics, modi- 
fied methods of electroshock therapy, restricted use of male sex hormone for chronic 
female psychotics, and further studies of the therapeutic value of acidosis in the 
treatment of psychotics. 


VAUGHAN, WayLAnD F. Personal and Social Adjustment. New York: Odyssey 

Press, 1952, pp. 578. 

Dr. Vaughan is professor of psychology at Boston University. This book is 
representative of a newer trend of mental hygiene texts which breaks away from the 
orientations of abnormal psychology and medical psychiatry in dealing with the 
practical adjustment problems of normal people rather than seeking the rather 
nebulous objective of preventing mental disorder. Accepting the thesis that many 
personality disorders are essentially disturbances in social relations, the author has 
collected a great deal of practical material dealing with the problem of learning to 
live together. The style of this book is extremely lucid and interesting, being written 
on a level which should be comprehensible to high school students while at the same 
time dealing with materials complex enough to challenge college students and 
adults. It can be thoroughly recommended as a text for elementary courses in 
mental hygiene. 


JeFFREsS, LLoyp A. Cerebral Mechanisms in Behavior. New York: John Wiley, 1951, 
pp. 311. $6.50. 

The Hixon Symposium was held at the California Institute of Technology in 
September 1948 with papers by Von NEUMANN on the general and logical theory of 
automata, McCuLLocn on why mind isin the head, LAsHLey on the problem of serial 
order in behavior, KLUVER on functional differences between the occipital and temp- 
oral lobes with special reference to the interrelations of behavior and extracerebral 
mechanisms, KOHLER on relational determination in perception, and HALsTeapD on 
brain and intelligence. The quality of these papers makes them required reading 
for all psychological scientists. 


BUHLER, CHARLOTTE, SMIrreR, FarrH and RIcHARDSON, SyBiL. Childhood Prob- 
lems and the Teacher. New York: Henry Holt, 1952, pp. 372. $3.75. 


This is a very practical little book to help teachers understand their children 
by comprehending the dynamics of behavior problems. Detailed discussions with 
excellent illustrative case histories are given to show the teacher what she can hope 
to accomplish by herself, and what will require specialized assistance from other 
personnel, 
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by A. A. Roback 


Here is the first history of American 
Psychology ever to appear, showing 
through development stages how this 
vastly significant aspect of human stud 
reached its present importance. The vo 
ume presents an over-all picture covering 
three centuries, including the numerous 
divisions and activities of the powerful 
American Psychological Association. 


Author of more than twenty books on 
human behavior (many ted into 
foreign languages), and as one who stood 
close to the chief architects of the science, 


Dr. Roback naturall: much first- 
hand information. The ever-growing im- 
portance of the subject to students, re- 
searchers, chologists, and intelligent 
laymen renders this an invaluable tool for 
study, reference, and genuine interest. 
Copiously illustrated. $6.00 
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This exhaustive work offers more than 
1000 definitions and opinions of the 1950 
Nobel Prize winner, arranged as a handy 
key. Here is Russell’s challenging thought 
on politics, ethics, philosophy of science, 
epistemology, religion, mathematical phi- 
losophy, and on topics crucial to an under- 
standing of international affairs today. 
Dipped into casually it rewards the 
browser with stimulating and acute intel- 
lectual insights. Read intensively it will 
be found indispensable to a fuller appre- 
ciation of one of the profoundest minds 
of our age. $5.00 
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ANNUAL AWARD FOR OUTSTANDING CONTRIBUTION 
TO PSYCHOPATHOLOGY 


The American Psychopathological Association (organized by Morton Prince 
in 1909 and whose official organ was the Journal of Abnormal and Social Psychology 
during its early period) has decided to honor the memory of the late Samuel W. 
Hamilton, one of its former presidents, by establishing an annual award in his name 
to the scientist who has made an outstanding contribution to the field of psychopath- 
ology. The scientist so selected may come from any one of the fields which contri- 
butes to the progress of psychopathology and will deliver a lecture to be known as 
the Samuel W. Hamilton Memorial Lecture at the time of the annual meeting of the 
Association, which will take place this year on June 6th and 7th at the Park Sheraton 
Hotel, New York. 


Dr. Hamilton devoted the last half of his life to the service of the mental patients 
of this country by instituting continuing surveys throughout the various states of 
the care and treatment afforded by the mental hospitals of the country. In con- 
nection with this work he did much to advance the cause of clinical psychology in 
the mental hospitals and evinced his interest by serving as an Associate Editor of the 
Journal of Clinical Psychology. 


The American Psychopathological Association limits its membership to 150 
research workers devoted to the development of psychopathology as a science and 
numbers among its membership some of the outstanding psychologists who have 
contributed to the field. 


Anyone wishing to make a contribution to this fund may do so by sending his 
contribution to Dr. William B. Terhune, Chairman, Saumel W. Hamilton Memorial 
Award Fund, Silver Hill, Valley Road, New Canaan, Connecticut. 
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ACHIEVEMENT 


in Social Growth 


through Therapeutic Guidance 


HE VOCATIONAL and educational pro- 

gram of Devereux Schools is integrated 
under the guidance and supervision of our 
resident psychological and psychiatric staff. 
The child who is failing academically and 
socially is studied as an individual. He is 
taught to mobilize his aggressions accept- 
ably, to compete constructively, and to live 
successfully with the group. 


When you encounter a child who is not 
making satisfactory progress in school and 
is failing socially, you are invited to let us 
evaulate the potential outcome of Dev- 
ereux’ specialized education with therapy. 
Our experienced staff will review thoroughly 
each case history and offer a detailed report. 


Please address your inquiries to 
JOHN M. BARCLAY, Registrar 
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